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RIGEMINAL neuralgia was 
not described by ancient 
writers as a distinct disease 
but was confounded with various 
types of headache and, as such, 
was mentioned by Aretaeus of 
Cappadocia. The name “tic 
douloureux” was attached to the 
affliction by Andre! of Versailles. 
Clinical descriptions have usually 
dated from the essay of John 
Vothergill? and the detailed ac- 
count of Samuel Fothergill.* 
Richet* reports that strolling 
mountebanks and itinerant sur- 
geons occasionally cut for neural- 
gia, making an incision on the side of the face near 
the ear. The cut no doubt was made in an effort 
to sever the auriculotemporal branch of the inferior 
maxillary nerve. Section of the several branches 
of the fifth nerve had been tried by numerous 
surgeons, but recurrence of the neuralgia invari- 
ably followed. The next step in the surgical attack 
upon this formidable disease was that of removing 
sections of the offending nerve branch, usually 
from one to three centimeters in length. ‘The 


1Qbservations pratiques sur les maladies de urethre, Paris, 1756. 


2A painful affection of the face. Medical Observations and Inquiries, 
London, 1776, Vol. V. 


3A concise and systematic account of a painful affection of the nerves 
of the face, commonly called tic douloureux, London, 1804. 


4D. D. A. Richet (1816-1891) for whom Richet’s aneurism is named. 


James Murray CARNOCHAN® 
(1817-1887) 


pioneer in neurectomy was 
Auguste Berard,® who in 1836 
described the operation in the 
anticipation that permanent re- 
lief would result. This procedure 
was followed by relief in numerous 
cases, the cessation of pain being 
immediate and lasting in some 
instances for from a few months 
to a year or two. Not satisfied 
with less than permanent relief, 
surgeons sought to excise the 
nerve nearer the encephalon and 
the earliest bold operative attack 
is that of John M. Carnochan, 
who, in 1855, excised the superior 
maxillary nerve from its exit from the foramen - 
rotundum outward for a distance of more than 
an inch, at the same time removing Meckel’s 
ganglion. Carnochan’s operation, as will be 
noted from the description appended herewith, 
was viciously mutilating; nevertheless, patients 
who had suffered for any length of time with a 
severe neuralgia gladly welcomed any deformity 
if relief from pain would result. As a surgeon 
who saw a case operated by Carnochan’s method 
remarked, 

The patient seemed delighted with his mutila- 
tion since, in exchange for it, he was wholly freed 
from his neuralgic torture. 


51802-1846, Berard in 1842 differentiated between septicemia and 
pyamia, 


6 From photograph in possession of the New York Academy of Medicine, 
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Arr. XIL.—E-xsection of the Trunk of the Second Branch of the Fifth Pair of 
Nerves, beyond the Ganglion of Meckel, for Severe Neuralgia of the Face : 
with Three Oases. By J. M. Cannocuan, Professor of Surgery in the 
New York Medical College, Surgeon-in-chief to the State Hospital (New 
York), &. 


Tne accounts heretofore given by authors of neunsigia, or tic douloureux 
of the face, are of a very vague and indefinit N essays 
and monographs have been written on this subject, since the time of Fother- 
gill, who published, in 1776, an elaborate description of the disease, which 
attracted considerable attention. In all these efforts, the pathology of tic 
douloureux is described with ambiguity. In practice the treatment has been 
as empirical as it has proved to be unsuccessful. The seat of the disease has 
been referred to distant irritations, especially in the splanchnic cavities—to a 
foreign body acting upon the nerve—to the pressure of bone upon some por- 
tion of the nervous trunks. By some authorities, it is referred to increased 
vascularity aud thickening of the nerves; while Astley Cooper, on the con- 
trary, states, that the nerves present their natural colour, and are rather di- 
minished in size than enlarged. It can scarcely be supposed that beneficial 
results should follow from treatment based upon theories so different in cha- 
racter. 

Tic douloureux of the face, proper, or of the second branch of the fifth pair 
of nerves, is by far the most common form of facial neuralgia. This may be 
explained by the more numerous branches, which are given off by this trunk, 
and by the position which these branches occupy—in some places pent up in 
osseous canals, and in others, subjected to exposure, to changes in tempera- 
ture, as well as to the agency of morbific influences, from which the other two 
trunks of the fifth pair are exempt. 


Facsimile excerpt from Carnochan’s original report." 


Carnochan’s first report (1858) described three 
cases, one of which had had no recurrence after 
fourteen months. His report created a sensation, 
and practically all surgical writers of the day in- 
cluded Carnochan’s procedure in textbooks and 
monographs dealing with the surgery of the head 
and neck. While not strongly advocating so ex- 
tensive an operation, most writers agreed that in 
intractable cases the method was indicated. This 
is true of the works of Agnew, Gross, Ashhurst, 
and others. Ashhurst says*: 


The superior maxillary nerve may be reached 
close to the foramen rotundum, the nerve being sep- 
arated from the other tissues in the spheno-maxillary 
fossa and traced beyond the ganglion of Meckel and 
divided from below upward with blunt-pointed 
scissors. 


Samuel D. Gross says*: 


For the relief of neuralgia of the superior maxillary 
nerve, resection of the affected cord has within the 
last fifteen years been pushed to a very bold but per- 
fectly warrantable extent by several American sur- 
geons, as Carnochan, Blackman, W. H. Mussey, 
and others, the first having taken the lead, and thus 
earned for himself great credit in a class of cases 
previously considered as incurable. 


While today Carnochan’s operation would be 
obsolete, yet with the surgical knowledge of his 
day it was no doubt far safer to approach the 
foramen rotundum from the front rather than 
from inside the skull, as was later proposed by 


1 American Journal of the Medical Sciences, Philadelphia, 1858. 
2 International Encyclopedia of Surgery, Vol. V, New York, 1884. 
*System of Surgery, Vol. II, Philadelphia, 1872. 


both Hartley and Krause. We must remember 
that Carnochan was working in the pre-listerian 
period when a brain operation such as that of 
Hartley would have been attended with great 
danger of meningitis. 


Operation: The principal instruments necessary 
for this operation are a trephine, the crown of 
which is three-quarters of an inch in diameter, an 
elevator, chisels of different shapes and sizes, a 
leaden or iron mallet, the bone forceps of Lier, 
small pieces of sponge tied to a stick or a piece of 
whalebone, and a small fixed trephine of half an inch 
in diameter, which may be used to perforate the 
posterior wall of the antrum. The assistants being 
properly arranged, the patient was seated upon a 
solid chair, opposite a good light, and was put under 
the influence of chloroform. The head was rested 
upon the breast of an assistant, who maintained it in 
this position. An incision was now made on the 
cheek, commencing near the internal angle of the 
eye, on the inferior edge of the orbit, opposite the 
anterior lip of the lachrymal groove. This incision 
was carried downwards and slightly outwards, for 
about an inch, to a point opposite to the furrow on 
the lower portion of the ala of the nose; another 
incision, which also terminated at this point, was 
made, commencing about half an inch below the 
external angle of the eye, opposite the edge of the 
orbit, thus forming a V incision, in the area of which 
is situated the foramen infra-orbitale. The flap thus 
resulting was thrown upwards, and the branches of 
the second branch of the fifth sought for; some of 
these being found, they served as a ready guide to 
the trunk of the nerve. This was now isolated from 
the surrounding tissues up to the point of exit upon 
the face from the foramen. The lip was now everted, 
and the mucous membrane detached from the supe- 
rior maxilla along the line of junction between the 
cheek and the gum. A sharp-pointed bistoury was 
now inserted at the apex of the V incision, into the 
mouth, and carried downwards, so as to divide en- 
tirely the tissues of the cheek and upper lip, along a 
line passing midway between the ala of the nose and 
the commissure of the lips. The two flaps thus 
formed were now dissected from the osseous tissue 
beneath, one being reflected outwards, towards the 
ear, the other internally, towards the nose. The 
whole front wall of the antrum maxillare, with the 
nerve passing through the foramen infra-orbitale, 
was thus exposed. The crown of the trephine was 
now applied on the anterior wall of the antrum, im- 
mediately below the foramen infra-orbitale, and an 
irregular disk of bone removed, so as to expose freely 
the cavity of the antrum. The circumference of the 
foramen, the hardest portion of the canalis infra- 
orbitalis, was now destroyed by Litier’s forceps, and 
a small chisel. The trunk of the nerve was now 
traced along the osseous canal in the floor of the 
orbit, which was broken down with care, so as not to 
encroach upon the tissues in the cavity of the orbit. 
Arriving at the back of the antrum, the posterior 
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wall of this cavity was broken down with a small 
chisel, and the portions of bone removed. ‘The 
trunk of the nerve was now still further isolated 
from the other tissues in the spheno-maxillary fossa. 
The posterior dental nerves being divided, and the 
dissection being carried still further, the branches 
given off to form the ganglion of Meckel, were 
reached. These were divided, and also the branch 
given off to run up towards the orbit. Lastly, by the 
use of blunt-pointed scissors, curved on the flat side, 
the trunk of the nerve was divided from below 
upwards, close up to the foramen rotundum. The 
hemorrhage was not very profuse, the labial arteries 
being easily controlled by pressure of the fingers, and 
the branches of the internal maxillary artery, in the 
spheno-maxillary fossa, by dry lint, or what is better, 
the compressed sponge. The lips of the wound were 
brought together and maintained in place by thir- 
teen points of twisted suture, the German or Carls- 
bad pins being used. 

This severe and trying operation is perfectly justi- 
fied by the fearful nature of the disease for which it 
was projected. It is one of those operations which 
could not be supported by the patient without the 
influence of chloroform. The handling of so large a 
nervous trunk with the forceps, and the necessary 
contact with the hard instruments, while separating 
it from its surrounding connections, would, I sup- 
pose, be beyond human endurance, without the aid 
of the anaesthetic influence of chloroform or ether. 
For the rest, the effects of the cicatrices upon the 
countenance can scarcely be called disfiguring, and 
the patient speedily recovers without suffering from 
much constitutional disturbance. 


It will be noted that the position in which 
Carnochan placed his patients is the identical 
position used by present-day surgeons in following 
the temporal route for section of the gasserian 
ganglion. 

Fowler found that recurrence within three years 
failed in only eight out of fifty-two extensive 
resections of the second division of the trifacial. 
There seemed to be no practical way to prevent 
the regeneration of the branches of the nerve, 
which had been resected peripheral to the gangli- 
on, even when the foramen rotundum was blocked 
with plugs of bone. Gross! says: 


Professor Conner, of Cincinnati, has collected 
thirteen cases in which this operation was executed, 
in seven of which the pain is known to have re- 
curred, at a period varying from four weeks to six- 
teen months. Of the remaining six, in which a return 
of the affection has not been reported, the history is 
known, respectively, for twenty-eight days, two 
months, fourteen months, several months, several 
years, and the result of one at the time of the report 
was dubious. It would thus appear that the number 
of failures, or cases in which temporary relief alone 


1 System of Surgery, Vol. II, Philadelphia, 1872. 


was afforded, exceeds the cures, under which are 
included the instances in which the result of the 
operation has not been fully reported. We may, 
therefore, be warranted in concluding that the 
removal of the ganglion of Meckel is not essential, 
and that the more simple operation of neurectomy of 
the superior maxillary nerve as far back as it can be 
reached by the knife, may be substituted for it. 


When Gerhard van Swieten,? under the patron- 
age of the Empress Maria Theresa, undertook the 
re-organization of the Vienna School, he chose a 
faculty of distinguished teachers among whom 
was Lorenz Gasser, professor of anatomy. One of 
Gasser’s pupils, Antonius Balthasar Raymundus 
Hirsch, in his inaugural thesis’ for the degree of 
doctor of medicine called the semilunar ganglion, 
the ganglion Gasserianum, saying, ‘Ganglion 
semilunare, seu ab inventore interioris ejus fabri- 
cae, Gasserianum imposterum dicendum, ejusque 
circumferentiam.” The dissertation is accom- 
panied by a copper-plate illustration of the 
ganglion. 

The failure of Carnochan’s operation to afford 
permanent relief in but few cases of trigeminal 
neuralgia stimulated surgeons to renewed effort 
to attack the fifth nerve within the skull. The 
earliest surgical attack upon the gasserian gang- 
lion was that of William Rose,‘ who, on April 
2, 1890, instituted its removal for the treatment of 
trifacial neuralgia. Earlier, in 1885, J. Ewing 
Mears,® in discussing trifacial neuralgia, said: 


If in any case I believed, or had evidence by the 
symptoms, or by the appearance presented in the 
branches of the inferior maxillary division, that the 
morbid condition had invaded the Gasserian gangli- 
on, I would not hesitate to enlarge anteriorly the 
oval foramen by the application of the burr attached 
to the surgical engine, and by traction draw down 
the ganglion from its position in the fossa upon the 
anterior surface of the apex of the petrous portion of 
the temporal bone, and proceed in a cautious manner 
to break it up or remove by section with the small . 
blunt-pointed scissors. The primary ligation of the 
internal maxillary artery precludes hemorrhage from 
either the meningea media or parva, the first of 
which is in intimate relation as it passes through to 
the foramen spinosum, and the second as it enters 
the cranial cavity through the oval foramen. ‘The 
position of the internal carotid artery as it passes 
from its canal in the petrous portion of the temporal 
bone into the cavernous groove should not be for- 
gotten, and great care should be taken to avoid 
injury to it by going beyond and behind the margin 
of the oval foramen. 


21700-1772. 

Vienna, July 31, 1765. 

4 London Lancet, 1890. 

5 Transactions of the American Surgical Association, 1885, ii, 483. 


go INTERNATIONAL ABSTRACT OF SURGERY 


Mears concludes his paper with the statement 
that neurectomy to be successful should be com- 
plete, and some of his patients following this pro- 
cedure remained perfectly free from pain for many 
years. Mears did not actually perform the opera- 
tion he outlines for the removal of the ganglion. 

Edmund Andrews! of Chicago devised a proce- 
dure similar to that of Rose, differing only in the 
details of the deeper dissection. Andrews’ first 
operation was in 1892. In his method the ganglion 
was scooped out with a sharp spoon, and inas- 
much as he reports considerable haemorrhage, it is 
possible that at his first operation he opened 
the cavernous sinus. 

Several of the early operators followed what 
was then known as the Rose-Andrews method 
until the high temporal operation of Hartley and 
Krause came into vogue. 

Hartley’s*? proposal was entitled “ Intracranial 
Neurectomy of the Second and Third Divisions of 
the Fifth Nerve; a New Method,” and was read 
before the New York Surgical Society, January 13, 
1892. His case was that of a man aged forty-six, 
who was admitted to the hospital August 8, 1891. 
In 1884, a modified Carnochan operation had been 
performed and the infra-orbital nerve with Meck- 
el’s ganglion had been removed. In 1886, there 
being no relief from pain, section of the inferior 
dental nerve was made. Hartley proposed to 
divide the second and third divisions of the fifth 
nerve completely in one operation, attacking the 
nerve on the inner surface of the skull outside the 
dura. The second and third divisions of the fifth 
nerve were isolated at the foramen rotundum and 
foramen ovale and a tenotome was used to divide 
both divisions of the nerve inside the skull on the 
inner side of the foramina and that part between 
these and a point beyond the gasserian ganglion 
was excised. Needless to say, the operation of 
Hartley was a complete success and is practically 
the present-day method for the radical cure of 
trigeminal neuralgia. 

Modern surgery acknowledges with gratitude 
the work of Rose, of Hartley, of Krause, and of 
Victor Horsley, but particularly to Harvey Cush- 
ing of Boston, to Spiller and Frazier of Philadel- 
phia, to Adson of Rochester, Minnesota, and to 
Davis of Chicago (a pupil of Cushing) is due the 
development of the physiological interpretation 
as well as remarkable refinements of technique in 
this difficult surgical procedure. 


1 International Medical Magazine, Philadelphia, 1892, i, 479, 486. 
?New York Medical Journal, March 19, 1892, lv, 317. 


Carnochan’s name should be numbered among 
those pioneers of surgery who helped blaze a trail. 
While Carnochan’s procedure was not destined to 
survive, nevertheless his attack upon the nerve 
was an incentive to further investigation and no 
doubt stimulated the more extensive operations of 
Rose, Hartley, and others. 

John Murray Carnochan was born in Savannah, 
Georgia, July 4, 1817, the only son of John and 
Harriet Frances (Putnam) Carnochan. His father, 
a native of Scotland, removed at the beginning of 
the nineteenth century to Nassau (Bahama 
Islands) and afterwards to Savannah, Georgia. 
His mother was a grandniece of General Israel 
Putnam. 

In early childhood, the subject of this sketch, 
being in feeble health, was taken to his father’s 
home in Scotland, where he resided until eleven 
years of age. He was then sent to school in Edin- 
burgh, completing the preparatory and academic 
course for the first degree of arts, which was 
granted by the University of Edinburgh when he 
was seventeen years of age. After a short period 
of travel in England he returned to America, and 
enrolled as a student in medicine under Dr. Valen- 
tine Mott, at the same time registering for the 
lectures given by the faculty of the College of 
Physicians and Surgeons, New York City, from 
which institution he received the degree of Doctor 
of Medicine in 1836. Shortly afterwards he jour- 
neyed to France, the Mecca of medical students of 
that period, where he spent six years in study, 
observing the work of the great I'rench surgeons 
of the day—Civiale, Lisfranc, Roux, Velpeau, and 
others. He later visited London and followed the 
clinics and lectures of Benjamin C. Brodie and Sir 
Astley Cooper. He returned to New York in 1847. 

In 1851 he was made Professor of Surgery in the 
New York Medical College, which chair he held 
until 1863. In 1870 he was appointed health offi- 
cer of the port of New York. 

Carnochan was noted for his bold ligations and 
unusual daring in devising and executing difficult 
and hitherto unattempted operative procedures. 
He wrote widely for the medical press and trans- 
lated Sedillot’s Tvraité de Médicine Opératoire, 
Bandages et Appareils; also Karl Rokitansky’s 
Handbuch der pathologischen Anatomie. A number 
of his original papers were brilliantly illustrated 
after drawings by his wife, Estelle Morris, who 
was a skilled artist. Dr. Carnochan died in New 
York City as the result of an apoplectic stroke, 
October 28, 1887. 
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Brunner, H.: Postoperative Sinus Thrombosis. 
Arch. Otolaryngol., 1929, X, 217. 


The author summarizes the differences between 
latent sinus thrombosis and postoperative sinus 
thrombosis as follows: 

1. Latent sinus thrombosis is found more often in 
persons with acute otitis, while postoperative sinus 
thrombosis occurs more frequently in those with 
chronic otitis. 

2. In latent sinus thrombosis, the ‘‘ Komplika- 
tionszacke” appears immediately after the operation 
on the bone. In postoperative sinus thrombosis the 
interval is longer, usually about two weeks. 

3. In latent sinus thrombosis, mostly extensive 
local thrombi are found whereas in postoperative 
sinus thrombosis mostly mural thrombi are found 
when operation is performed immediately after the 
appearance of the “‘ Komplikationszacke.”’ 

4. In latent sinus thrombosis the prognosis is 
good if the operation is sufficiently radical. In post- 
operative sinus thrombosis it is unfavorable. 

5. Postoperative sinus thrombosis occurs more 
often than is generally believed. 

6. There are different causes for the development 
of postoperative sinus thrombosis. Most important 
is virulent infection of the wound. Exposure of the 
sinus is of less importance. 

7. The interval before the appearance of the 
“Komplikationszacke” is usually about a week, 
especially if the postoperative sinus thrombosis is 
produced by injury of the sinus wall. Sinus thrombo- 
sis caused by spontaneous opening of the sinus— 
apparently because of hemorrhage from the sinus— 
requires a longer time to develop than that produced 
by simple exposure of the sinus wall. If postopera- 
tive sinus thrombosis is produced by a previous in- 
fection of the wound, the interval is usually about 
two weeks. James C. Braswett, M.D. 


Fraenkel, W. M.: Osteitis of the Malar Bone and 
Its Differential Diagnosis from Affections of 
Dental Origin (Les ostéites du malaire et leur 
diagnostic avec les affections d’origine dentaire). 
Arch. internat. de laryngol., 1929, XXxv, 813. 


Osteitis of the malar bone is almost exclusively a 
disease of the growth period up to the twentieth 
year of age. It is most often of tuberculous origin, 
but may be syphilitic or pyogenic. In infancy, the 
exciting organism of the pyogenic form is usually the 
streptococcus, whereas in the period from the tenth 
to the seventeenth year of age (another period in 
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which the incidence of the condition increases) it is 
the staphylococcus. When the osteitis is tuber- 
culous, the malar bone is usually only one of a num- 
ber of bones involved. 

The symptoms are much the same, whatever the 
cause. The diagnosis is based chiefly on the history 
and the findings of laboratory tests. Because of the 
position of the malar bone, roentgen examination 
gives little information. ‘Tuberculous osteitis is 
usually located at the orbital margin. Its onset is 
insidious. As a rule its course is slow, but in some 
cases it may be acute. A period of tumefaction is 
followed by a period of fistulization. In the begin- 
ning, pain is absent. ‘The pain is slight at first, but 
becomes progressively more severe. It radiates 
around the eye and toward the chin. In the early 
stages the swelling is localized. As a rule it in- 
creases slowly, but occasionally it spreads rapidly— 
in a night. It involves the entire periorbital region. 
Beneath it, a cold abscess is formed. The abscess 
develops without greatly affecting the general 
health, sometimes rapidly, in twenty-four hours, 
and sometimes over a period of weeks or months. 
The skin becomes purple and hot, and ulceration of 
the skin or the mucous membrane appears. ‘The pus 
rarely contains the Koch bacillus. Small sequestra 
may be eliminated. The disease may extend to the 
eyeball and its adnexa. 

While, in itself, tuberculous osteitis of the malar 
bone is inclined to be benign, it indicates grave 
general involvement of the organism. 

In the period of tumefaction, osteitis of the malar 
bone must be differentiated from the cellular re- 
actions of infectious cutaneous dermatitis, jugal 
actinomycosis, chronic genial adenitis, beginning 
osteosarcoma, and osteoperiostitis of the superior . 
maxilla. A fistula situated in the superior vestibular 
space may be either a dental or a jugal fistula. When 
it is jugal it must be differentiated from fistulae 
due to jugal actinomycosis, chronic genial adenitis, 
and suppurating paradental cysts, from palpebral 
fistula, and from necrosis of the malar bone secondary 
to suppuration of the upper molars. ‘The differential 
diagnosis is discussed in detail. 

The author reports ten cases, some of which he 
collected from the literature. They include one case 
of phosphorus necrosis. FLorence A. CARPENTER. 


Wakeley, C. P. G.: The Causation and Treatment of 
Displaced Mandibular Cartilage. Lancet, 1929, 
ccxvii, 543. 


Displacement of the mandibular cartilage is a rare 
accident due mainly to the shape and attachments 


92 INTERNATIONAL ABSTRACT OF SURGERY 


of the meniscus. Anatomical textbook descriptions 
of the cartilage are quite at variance with the sec- 
tional diagrams. A study of over fifty specimens of 
the mandibular fibrocartilage revealed in every in- 
stance a dome-like structure, very closely applied to 
the mandibular condyle. The cartilage varies in 
thickness, but is always very much thicker in its 
center and anteriorly, there being a distinct de- 
pression between these parts. The posterior part of 
the cartilage, which is very thin, passes well down 
over the posterior surface of the condyle and fuses 
behind with the capsule. 

The temporomandibular joint is divided by the 
fibrocartilaginous disk into two cavities, each with a 
distinct synovial membrane. The circumference of 
the disk is adherent to the capsular ligament and 
anteriorly affords partial insertion to the external 
pterygoid muscle. As there are two definite cavities, 
movements are complex, consisting of a gliding 
movement and a rotation which rarely occur inde- 
pendently of one another. 

Displacement of the mandibular cartilage may be 
caused by a violent cough, sneeze, or yawn, a blow 
on the jaw when the mouth is open, or the extraction 
of a lower molar. 

The symptoms are very characteristic. The pa- 
tient experiences sudden acute pain in the joint 
which may be referred to the pinna or the skin just 
above the pinna. Attempts to close the mouth are 
painful, salivation is excessive, and mastication is 
difficult. As the acute reaction subsides and the con- 
dition becomes chronic, the pain becomes less 
marked. Recurring displacement is manifested by 
an audible snap on mastication. 

The treatment is more likely to give permanent 
results if the reduction is accomplished when the 
meniscus first slips out. The best method is the 
application of pressure behind the condyle while the 
mouth is open followed, after a few minutes, by slow 
closing of the mouth by elevation of the jaw. Sev- 
eral attempts may be necessary before the reduction 
is complete. In cases of long standing or frequent 
recurrence, removal of the cartilage is indicated. 

E, Suackteton, M.D. 


Schmidt, G.: Operations for Prognathism (Pro- 
genieoperationen). Zentralbl. f. Chir., 1929, p. 462. 


In order to correct the functional and cosmetic 
disturbances caused by a protruding lower jaw, the 
body of the inferior maxilla on both sides has been 
sawed through and resected. Haecker successfully 
performed such an operation in the Munich surgical 
clinic in 1922, but the end-results are not known as 
the patient cannot be traced. Disadvantages of this 
procedure are the frequently necessary sacrifice of 
teeth, the opening of the wound into the mouth 
cavity, the severance of the distal part of the main 
artery, veins, and nerves of the lower jaw, and the 
unfavorable muscle action on the bone fragments. 

More effective, according to Lane and Lindemann- 
Bruhn, is horizontal severance of the ascending 
portion of the jaw on each side below the semi- 


circular indentation which lies between the articular 
and coronoid processes and above the “‘lingula” on 
the internal aspect of the jaw and the entrance of the 
nerve, artery, and vein into the canal in the distal 
portion of the jaw. After this has been done the en- 
tire distal portion of the jaw is replaced and ap- 
proximated to the severed bone and firmly held in 
place by wires previously applied to the teeth of 
both jaws. This procedure does not necessitate the 
sacrifice of teeth or produce an opening into the oral 
cavity. he nerve and vascular supply of the jaw 
is protected, there is no unfavorable muscle action on 
the bone fragments, the maxillary arch is preserved, 
and the operation causes only a small, rapidly dis- 
appearing scar below the styloid process. At the 
time of incision, care must be taken to prevent in- 
jury to the facial nerve, particularly the upper 
branches to the external orbicular muscles, and in- 
jury to the parotid gland. In chiselling through the 
bone, care must be taken to avoid the internal 
maxillary artery. 

In all of seven cases in which the latter operation 
was performed in the Munich surgical clinic in the 
period from March, 1925, to January, 1929, the re- 
sults were entirely satisfactory. The patients were 
men ranging in age from eighteen to twenty-five 
years. ‘The cases are reported with photographs 
showing the condition before and after the operation, 
Two of the patients were shown before the Munich 
Surgical Society one year and fourteen days respec- 
tively after the operation. GeorcG Scumipt (Z). 

EYE 


James, W. M.: Plasmoma of the Conjunctiva. 
Am. J. Ophth., 1929, xii, 731. 


In half of the cases of plasmoma of the conjunctiva 
which have been reported in the literature the condi- 
tion was complicated or caused by trachoma. The 
treatment has consisted of excision and of radium 
irradiation, both of which have proved beneficial. 
Only one case of malignant plasmoma has been 
recorded. In this instance exenteration of the orbit 
was done, but death resulted from metastases. 

James reports a case of conjunctival plasmoma in 
a young farmer who lived in a trachoma district and 
had previously been treated for trachoma. When the 
lids were everted, pale waxy tumors measuring 4/10 
by 8/10 mm. could be seen extending almost entirely 
across the fornices. Elsewhere the conjunctiva was 
thickened and c:dematous. There was a moderate 
pannus in each cornea. The general examination 
was essentially negative except for congenital harelip 
and cleft palate. 

The tumors were excised. Microscopic examina- 
tion showed that the epithelium was hypertrophied 
and contained many goblet cells. ‘The adenoid layer 
was thickened and contained numerous plasma cells. 
Many lymphocytes and a few polymorphonuclear 
leucocytes were seen. Foreign-body giant cells were 
present, but there were no mitotic figures. Hyaline 
degeneration had occurred. The amyloid reaction 
was absent. SamueL A. Durr, M.D 
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Kiep, W. H.: A Modification of Lagrange’s Opera- 
tion. Brit. M.J., 1929, ii, 341. 

In the operation described a flap of conjunctiva, 
subconjunctival tissue, and Tenon’s capsule is re- 
flected down over the upper limbus as in Elliot’s 
trephine operation 2.5 mm. above the cornea and 
the sclera is split with a Took cornea-splitting knife to 
form a small furrow corresponding to ‘“‘a finger and a 
closely pared nail.” A keratome is introduced into 
this furrow and an incision from 3 to 4 mm. in 
length is made into the anterior chamber. The 
anterior lip of the scleral incision is then grasped 
with the forceps and a small piece like the paring 
from a finger nail is cut out. The iris usually pre- 
sents in the wound, but i in any event a peripheral 
iridectomy is done, ‘the i iris being placed in position 
by gentle massage of the cornea and limbus. ‘The 
conjunctival flap is secured by one suture. 

It is claimed that this operation causes minimal 
trauma to the intra-ocular structures. It may be 
done with little or no collapse of the anterior cham- 
ber. The thickness of the flap is a protection against 
late infection. 

In cases of acute congestive glaucoma it is advis- 
able first to use miotics and to give saline solution 
intravenously for perhaps a week, until the anterior 
chamber becomes fairly deep. 

SAMUEL A, Durr, M.D. 


Goldstein, I., and Wexler, D.: The Ocular Pathology 
of Periarteritis Nodosa. Arch. Ophth., 1929, ii, 
288. 


The term periarteritis nodosa was given by Kuss- 
maul and Maier in 1866 to a distinct pathological 
entity characterized by the presence of nodular 
thickenings of various sizes in the walls of small and 
medium-sized blood vessels and caused by inflam- 
matory disease. 

The disease occurs most frequently in the mesen- 
teric, renal, hepatic, pulmonary, and cerebral vessels 
and the skin and muscles of the extremities. The 
symptoms correspond to the effects of the develop- 
ment of thrombosis, aneurismal dilatation, and rup- 
ture of arteries on the respective organs. The most 
common manifestations are myocardial fibrosis from 
disease of the coronary arteries, multiple hemor- 
rhagic infarcts with occasional acute or subacute 
hemorrhagic nephritis, multiple small aneurisms and 
ruptures of cerebral arteries leading to areas of soft- 
ening, and peritonitis from disease of the mesenteric 
artery or its visceral branches. 

The condition may occur at any age, but is most 
frequent in young persons. Its course is character- 
ized by chronic sepsis, great emaciation, anemia, 
and an irregular temperature curve. Definite periods 
of remission and exacerbation have been observed. 
When multiple organs are affected the diagnosis is 
difficult because of the numerous symptoms and 
bizarre clinical picture. 

The disease has symptoms of a generalized infec- 
tious or toxic process for which no single organism 
can be held responsible. 


Although there have been repeated observations 
of the ocular fundus, the eye lesions have never been 
fully described. In the case reported the changes in 
the eye appeared to be confined to the choroid. The 
majority of the arteries were enlarged and showed 
inflammatory changes in varying stages and of vary- 
ing degree. Some of them showed early changes in 
the form of a fibrin clot with a few degenerated blood 
cells, early necrosis of the inner media, and swelling 
of the endothelial and medial cells. Others showed 
rich adventitial and medial infiltration, varying de- 
grees of intimal proliferation with or without throm- 
bosis and, in some cases, necrosis and fragmentation 
of the medial wall. Some exhibited a media which, 
though infiltrated, was still intact. In others the 
media had been largely replaced by infiltrated cells 
or proliferated subendothelial tissue. 

Lestre L. McCoy, M.D. 


EAR 


Yates, A. L.: The Evolution of the Sense of Hearing. 
Proc. Roy. Soc. Med., Lond., 1929, xxii, 1480. 

Yates states that the cochlea originally developed 
from the tactile organ which is represented in fishes 
as the lateral line. It sank into the mesodermal 
structures and was furnished with the working 
mechanism of a microphone and with nerves leading 
to the mid-brain. In mammals it served to give an 
auditory indication of the presence of enemies or 
food. In apes, the auditory protective reflex is partly 
disappearing and becoming an intellectual sense. 

In man, the intellectual sense has increased so 
greatly that to a great extent it has masked the pro- 
tective sense; the centers in the mid-brain which 
serve the latter have become relatively smaller, and 
the centers which serve the intellectual auditory 
function have increased enormously. As a result, 
the human infant tries to speak but must be taught 
a recognized code of sounds which takes the form of 
words. Gradually, from single words the growing in- 
tellect learns to appreciate word groups. 

The power of intellectual hearing apparently has 
grown as a result of man’s ever increasing tactile 
and muscle sense. If the ear is damaged in a person 
with poor tactile power, a small degree of damage © 
will cause a great degree of deafness to conversation, 
whereas in persons with a good tactile sense or per- 
sons who make great use of their intellect a far 
greater degree of damage to the ear is necessary be- 
fore there is great impairment in the power to hear 
conversation. In persons who are becoming deaf the 
maintenance of intellectual powers and of full use of 
the tactile sense appears to be a vital factor in the 
prevention of certain forms of deafness. 

James C, Braswett, M.D. 


Drury, D. W.: Chronic Deafness—An Endocrine 
Study of 1,000 Case Histories. Laryngoscope, 
1929, XXXiX, 555. 

The author states that tinnitus aurium iscommon 
in cases of hypothyroidism. The deafness present in 
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certain cases of myxoedema he believes may be due 
to colloid infiltration of the aural structures. The 
administration of thyroid frequently results in im- 
provement of the hearing. 

Patients with deafness not due to an infective 
process frequently have a low basal metabolic rate. 
The author believes that there is a direct relation 
between dysfunction of the endocrine system and 
lowered metabolism, and that the depression in the 
metabolism is reflected in the diminished acuity of 
hearing. ‘This association is noted in a considerable 
percentage of cases of otosclerosis. 

W. M. Patron, M.D. 


NOSE AND SINUSES 

Kern, R. A., and Schenck, H. P.: The Relative 
Efficiency of the Clinical and the Roentgen- 
ological Methods for Sinus Disease Diagnosis: 
With Observations on the Incidence of Sinus 
Disease Based on the Findings in 200 Asth- 
matics and 50 So-Called ‘‘Normals.”? Am. J. M. 
Sc., 1929, clxxviii, 168. 

Independent clinical and roentgen-ray examina- 
tions were made of the paranasal sinuses of 200 
patients with bronchial asthma. While the incidence 
of sinus disease was found by both methods to be 
high (roentgen-ray examination, 80.5 per cent; clin- 
ical examination, 67 per cent), there was marked dis- 
agreement between the findings of the two methods 
as regards individual sinuses. ‘The variation as re- 
gards the different sinuses was as follows: ethmoi- 
dal sinuses, 33.2 per cent; frontal sinuses, 29.5 per 
cent; maxillary sinuses, 27 per cent; and sphenoidal 
sinuses, 17.2 per cent. In order to explain these 
discrepancies, the findings were checked by opera- 
tion whenever possible. 

No frontal sinuses came to operation. In the 
ethmoidal sinuses a roentgen-ray error of 14.3 per 
cent was due chiefly to failure to find relatively acute 
involvement and polypoid disease or to confusion of 
overlapping sinus areas. A clinical error of 24.3 per 
cent was due to failure to recognize chronic disease. 

In the sphenoidal sinuses a roentgen-ray error of 
10 per cent and a clinical error of 30 per cent were 
due to practically the same causes as those respon- 
sible for error in the ethmoidal sinuses. 

In the maxillary sinuses alleged error of 48.2 per 
cent in the roentgen-ray examination and of 43.2 per 
cent in the clinical examination are largely attribut- 
able to the diagnosis of a normal sinus as diseased. 
The findings in these sinuses are often not subjected 
to an accurate and adequate operative check, the 
condition of the antrum being determined merely by 
irrigation. However, in a suflicient number of ade- 
quate studies both methods of examination were 
shown to be in error, chiefly in the finding of evi- 
dences of past, not present, disease. The roentgen- 
ray examination failed to reveal acute recent infection 
and the clinical examination failed to reveal chronic 
disease because of errors of transillumination. 

In examinations of a control group of patients with- 
out a history of recent respiratory infection or of 


sinus disease the roentgen ray showed sinus involve- 
ment in 72 per cent and the clinical examination 
indicated it in 26 per cent. The number of sinuses 
per person shown to be involved by roentgen-ray 
examination was practically the same in asthmatics 
and controls. ‘These findings are considered further 
evidence that sinus disease tends to produce per- 
manent structural change which will often be re- 
vealed by the roentgen ray and at times, by clinical 
examination long after the disease itself is over. The 
patient’s age did not seem to have any material in- 
fluence on the incidence of positive clinical or 
roentgen ray findings in asthmatics or controls. 

The authors’ conclusions are summarized as 
follows: 

1. Neither the roentgen-ray nor the clinical exam- 
ination of the paranasal sinuses is 100 per cent 
accurate. 

2. Theroentgen ray is the more sensitive, especially 
in the study of the ethmoidal and sphenoidal sinuses. 

3. The roentgen-ray examination will pick up the 
evidences of sinus disease past as well as present. 
Therefore a positive roentgen-ray finding does not 
imply clinically active disease. 

4. The interpretation of roentgen-ray findings in 
terms of pathological change (thickened mucous 
membrane, polyps) is not infrequently erroneous. 

5. The roentgen-ray examination will often fail to 
reveal acute recent sinus infection. 

6. Clinical examination alone is able to give posi- 
tive proof of active sinus disease only if pus is seen 
coming from the ostium of the sinus. 

7. The clinical examination frequently fails to 
reveal chronic disease, especially of the ethmoidal 
and sphenoidal sinuses, if there is no abnormal secre- 
tion in the corresponding drainage areas and the 
mucous membrane as seen by the nasopharyngoscope 
shows little if any change. 

8. It is therefore desirable that patients with 
suspected chronic sinus disease be re-examined sev- 
eral times before a negative clinical opinion is given. 

9. The clinical examination sometimes reveals 
evidences of past sinus disease although not as 
frequently as roentgen-ray examination. 

1o. The findings of transillumination may be 
fallacious. Polyps and mucoid secretion may trans- 
mit light normally, and pathological change due to 
former sinus disease or normally thick bone may be 
wrongly interpreted in terms of active disease. 

11. Neither method is therefore to be relied upon 
alone. Both must be used routinely in the study of 
cases of suspected sinus disease. 

12. A positive finding in suspected chronic cases 
by either method of examination justifies the state- 
ment that a sinus may be diseased, but does not 
warrant the conclusion that it is actively diseased 
unless pus or polyps are demonstrated. 

13. In asthmatics, a positive finding by either 
method of examination is an indication for opening of 
the affected sinus. 

14. Age is apparently not a material factor in the 
incidence of sinus disease. HartuneG, M.D. 
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Kramer, R.: Intracranial Complications Following 
Sphenoid Infection. Laryngoscope, 1929, xxxix, 
573+ 

The author reports nine cases of intracranial in- 
fection resulting from disease of the sphenoid and 
gives the autopsy findings in six. In the three other 
cases autopsy was not performed, but the clinical 
diagnosis was reasonably definite. 

Intracranial invasion from the sphenoid sinuses 
may occur by way of the general blood stream, 
through perforated blood vessels, through dehis- 
cences or necrotic areas in the bony wall, or through 
the roof of the orbit. 

In the cases reported the lesions found in the 
brain were meningitis, frontal lobe abscess, cavern- 
ous sinus phlebitis, encephalitis, and ependymitis. 

The cases were of the fulminating, acute, and 
chronic types. In those of the fulminating type, 
symptoms of a severe meningitis appeared a few 
days after an acute infection of the upper respiratory 
tract. Examination of the spinal fluid showed a 
bacterial meningitis, and a fatal termination resulted 
a few hours after the patient’s admission to the 
hospital. In all of the acute and chronic cases 
headache was present. Vomiting also was a con- 
stant symptom. Positive eye findings were present 
in five cases. Meningitic signs were present in all. 
Cultures of the spinal fluid were positive in all cases 
except one. Examination of the nose revealed a 
definite spheno-ethmoiditis in six cases. X-ray 
examination was negative. 

The prognosis is usually poor on account of the 
difficulties of surgical approach. Surgical interfer- 
ence by the external route is difficult and dangerous, 
and the use of the intranasal and intra-oral routes is 
not satisfactory. The results obtained with vac- 
cines, sera, and drugs have been discouraging. Early 
drainage of the infected sphenoidal sinus is indicated. 

W. M. Paton, M.D. 


MOUTH 


Mowat, G. T.: The Early Stages of Oral Cancer. 
Glasgow M.J., 1929, 144. 

The author reviews 244 cases of oral cancer—74 
cancers of the lips, 93 of the tongue, 30 of the gums, 
33 of the fauces, and 14 at other sites. Only 5 of the 
patients were females. 

Of the 74 patients with cancer of the lip, 73 were 
heavy smokers and a large majority gave a history of 
a non-cancerous abrasion of from one to three years’ 
duration. In every instance the abrasion occurred 
at the point where the pipe was held. In 2 cases the 
irritation was traced directly to a sharp tooth. 

Of the 93 patients with cancer of the tongue, all 
were pipe smokers. In 42 cases, smoking was con- 
sidered the sole factor, whereas in 15, tobacco chew- 
ing was an additional factor, and in 36 there was irri- 
tation from a carious tooth. 

Since non-smokers rarely develop carcinoma of 
the tongue, it is believed that the irritation from 
carious teeth is usually of such short duration that 
it is rarely the sole cause of cancer. 


Of the 30 cancers originating in the gums, 29 were 
associated with a low-grade chronic infection with a 
purulent discharge about a tooth and all occurred in 
pipe smokers. 

Of the 33 cancers of the fauces, 32 were in pipe 
smokers who gave a history of persistent ‘smokers 
throat” long before the development of the malig- 
nancy. Three of the patients had a positive Wasser- 
mann reaction but showed no sign of oral syphilis. 

Of the 14 cancers at other sites, 9 developed in the 
mouths of pipe smokers in an area where an artificial 
denture had caused irritation. 

In conclusion the author says that any abrasion or 
other abnormality of the mucous membrane of the 
mouth in a man over forty years of age should be 
regarded with suspicion. If it persists after the re- 
moval of causes of irritation, a microscopic examina- 
tion should be made. Caries W. Freeman, D.D.S. 


Thoma, K. H.: A Comparison of Clinical, Roent- 
gen, and Microscopical Findings in Fifteen 
Cases of Infected Vital Pulps. /. Dental Res., 
1920, ix, 447- 

Infection of vital pulps is usually of the strep- 
tococcus type and often is the cause of somatic dis- 
ease. Teeth which have been painful or very 
sensitive to extremes of temperature should be care- 
fully investigated for pulpal infection. The fact that 
a tooth reacts positively to the vitality test or is 
painful when the pulp is exposed does not prove 
that the pulp is not infected. A careful study of the 
roentgen picture is often valuable as deep primary 
or secondary caries or secondary changes in the 
periapical tissue or both may be disclosed. Oc- 
casionally, deep peridental pockets or periapical 
infection of a neighboring tooth may be responsible 
for the infection of a vital pulp. 

Such roentgen findings and a clinical history of 
sharp pains of short duration or dental neuralgia of 
a more lasting character are the best diagnostic 
evidence of infection of a vital pulp. 

Thoma reports fifteen cases of infection of vital 
pulps with the clinical history, and roentgen and 
microscopic findings. In nearly all there had been 
pain at the time the filling was introduced or 
subsequently. Roentgen examination usually sug- 
gested the condition. Microscopic examination 
showed evidence of inflammation and, in several 
cases, distinct areas of necrosis. ‘The formation of 
adventitious or secondary dentine was clearly dis- 
closed in several sections, indicating the chronicity 
of the lesion and active tissue reaction to the in- 
fection. Cuares W, Freeman, D.D.S. 


Brocq, P.: The Extraction of Teeth During the 
Period of Acute Infection (xtraction des dents 
en période d’infection). Bull. et mém. Soc. nat. de 
chir., 1929, lv, 853. 

In discussing the question as to whether a tooth 
that is responsible for osteoperiostitis should be ex- 
tracted during the period of acute infection, the 
author states that no categorical answer is possible 


as the particular tooth involved and the type of 
lesion must be taken into account. 

The lower wisdom teeth must be considered 
separately. In these, two different pathological con- 
ditions occur. The most frequent lesion is an in- 
flammation of the dental sac without involvement 
of the bone or periosteum and without caries of the 
tooth. The symptoms,—trismus, pain, fever and 
perimandibular swelling—are severe, but usually sub- 
side after incision of the overlying gum and lavage. 
As a rule the tooth is subnormal in its growth and 
should be removed, but its extraction should be de- 
layed until after the infection has become quiescent. 
When a true osteoperiostitis develops the treatment 
should be that applied to other teeth. 

It is generally agreed that benign cases of dental 
infection should be treated conservatively. In cases 
of moderate severity with slight suppuration at the 
apex, conservation of the tooth is often possible. 
However, all depends on the evolution of the in- 
fection. As a rule the infection subsides under con- 
servative treatment. Moreover, experience has 
shown that early extraction is apt to spread it and 
provoke an acute osteomyelitis, especially when the 
shape of the tooth renders extraction difficult and 
traumatizing. Early extraction may offer a means 
of drainage, but does so only in 50 per cent of the 
cases. It is much more simple to incise a collection of 
pus. However, if the suppuration continues, the 
tooth should be extracted. 

Sinusitis is always a formal indication for ex- 
traction. 

When the symptoms are very severe, indicating 
osteomyelitis of considerable extent, one or more 
teeth should be immediately sacrificed and the 
alveoli prudently opened. ‘This complication ac- 
companied by cellulitis calls for wide submaxillary 
and submental incisions. 

Abert F, De Groat, M.D. 


PHARYNX 


Wilkinson, H. F.: Pathological Changes in Tonsils: 
A Study of 10,000 Pairs of Tonsils, with Special 
Reference to the Presence of Cartilage, Bone, 
Tuberculosis, and Bodies Suggestive of Actino- 
mycosis. Arch. Ololaryngol., 1929, X, 127. 


All tonsils show evidence of chronic infection if the 
presence of leucocytes in the crypts and ulceration of 
the epithelium is an indication of infection. In 14.27 
per cent of tonsils there are pathological changes of 
bizarre types. In 11.21 per cent there are cartilage 
and bone in various proportions. Cartilage occurs in 
relatively larger amounts than bone. Chronic in- 
fection is a definite factor in the production of fibrosis. 
Fibrosis is relatively increased in cases with cartilage 
and bone. Chronic infection is an inciting factor in 
the production of cartilage and bone. Fibrosis in- 
creases independently of infection and in direct 
relationship to age. 

Bodies similar to those found in cases of acti- 
nomycosis occur second in order of frequency in 
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pathological conditions of bizarre type in the tonsil. 
Tuberculosis of the diffuse type has an incidence of 
0.52 per cent and is on the decline. In 0.17 per cent 
of tonsils there is bilateral involvement with tuber- 
culosis. The frequency of occurrence of cartilage and 
bone is increased in cases of diffuse tuberculosis of 
the tonsils. Cholesterol can be seen in 0.63 per cent 
of tonsils. Foreign-body giant cells and cholesterol 
are associated with each other in chronic degenera- 
tive processes of the tonsils. Trichin are present in 
0.06 per cent of extirpated tonsils. There is sufficient 
pathological change of interest in the tonsils to 
warrant routine microscopic examination of tonsils 
removed. 


Paterson, D. R.: Tuberculosis of the Faucial 
Tonsils and Enlargement of the Jugulodigas- 
tric Glands. J. Laryngol. & Otol., 1929, xliv, 514. 


Of 161 cases in which a clinical diagnosis of 
tuberculous enlargement of the jugulodigastric 
glands was made and the tonsils were subjected to 
histological examination, the tonsils were found in- 
volved in 57 (35 per cent). Such a high incidence of 
tonsillar involvement indicates the advisability of 
enucleating the faucial tonsils in the treatment of 
tuberculosis of the glands of the neck. If possible, 
this should be the first step in the treatment, but if 
the cervical glands show a tendency to break down, it 
may be necessary to operate upon the neck first in 
order to prevent an unsightly scar. Unless the 
affected tonsil is removed, there is likely to be a 
return of the disease in the cervical glands. Itappears 
probable that in children there is a greater tendency 
than in adults for tubercle bacilli to pass through 
the tonsils and infect the cervical glands without 
giving rise to the formation of tuberculous foci in the 
tonsils. 

In none of the 161 cases reviewed was it possible to 
make a clinical diagnosis of tuberculous infection of 
the tonsils. In most of the children under twelve 
years of age the affected tonsils were enlarged, but 
in those over twelve years of age the tonsils were 
quite as often small. James C. Braswe.., M.D. 


NECK 


Heyd, C. G.: Riedel’s Struma: Benign Granuloma 
of the Thyroid. Surg. Clin. N. Am., 1929, ix, 493. 


Riedel’s struma is a chronic inflammatory disease 
of a granulomatous nature. It is comparatively rare. 
It appears usually between the second and fourth dec- 
ades of life and is about equally common in both 
sexes. Syphilis and tuberculosis do not appear to be 
causative agents, but dental infection may play a 
role in its development. It is not dependent on 
goiter. 

The common symptoms are dyspnoea, loss of 
voice, a tracheal pull, and a midline pain beneath 
the cricoid cartilage. Dysphagia is rare. The 
dyspnoea, which develops early, is more marked than 
would be supposed from the size and location of the 
growth. On palpation, the thyroid is found remark- 
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ably hard. ‘The hardness has been described as 
woody or like that of iron or that of plaster of Paris. 
The thyroid lacks the elasticity of the hyperplastic 
or colloid gland. Nodulation is usual. The growth is 
adherent to muscles and surrounding tissue and can 
be mobilized en masse. It does not involve the skin 
like a carcinoma or sarcoma. The condition is 
usually diagnosed clinically as malignancy. 

The treatment is surgical. Recurrence is best 
prevented by deep X-ray irradiation. Complete 
thyroidectomy should be aimed at, and possible 
postoperative tetany should be anticipated. The 
ensuing myxoedema necessitates continuous thyroid 
feeding after the operation. All dental and tonsillar 
infections should be cleaned up before or after the 
operation. Bronchoscopy should be performed every 
six months for at least three years after the thy- 
roidectomy on account of the possibility of secondary 
stenosis of the trachea. 

Histologically, three stages of the condition may 
be differentiated: an early, an intermediate, and a 
late stage. The early stage is characterized by 
remnants of thyroid tissue, a diffuse increase in the 
connective tissue, and an abundance of lymph follicles 
in which active proliferation is in progress. In the 
intermediate stage the thyroid tissue is very scarce 
and is usually compressed by nests of lymphocytes. 
There are numerous true lymph follicles with 
germinal centers surrounded by a zone of smaller 
lymphocytic elements and in places by desquamated 
epithelial cells suggesting giant-cell formations. In 
the late stage there are large bands of a fibrous tex- 
ture which are partly hyaline. Lymph follicles are 
scattered throughout the fibrous tissue, and a few 
more or less well-preserved thyroid vesicles are 
found, especially below the capsule. 

F. S. Mopern, M.D. 


Ginsburg, S.: Toxic Adenoma of the Thyroid. 
Arch, Int. Med., 1929, xliv, 73. 


Toxic adenoma of the thyroid has been designated 
by various terms ranging from ‘“‘enlargement of the 
thyroid gland in connection with enlargement or 
palpitation of the heart” (Parry, 1825) to “iodine 
hyperthyroidism” (Jackson, 1924) and ‘nodular 
goiter with hyperthyroidism” (Rienhoff, 1927). The 
author agrees with Aschoff that the nodular form 
is a definite tumor formation and not merely a hyper- 
plastic condition, and that these simple adenomata 
can become toxic. Clinically, a tentative diagnosis 
of toxic adenoma is justified when a nodular thyroid 
is associated with the constitutional symptoms of 
exophthalmic goiter, either with or without ocular 
signs. Such a diagnosis is corroborated if iodine 
lessens or aggravates the symptoms or if surgical 
enucleation or irradiation results in cure or im- 
provement. 

In a historical review, Ginsburg traces the steps in 
the development of the present concept of toxic 
adenoma as differentiated from a hyperplastic con- 
dition of the thyroid. Before the discovery of 
thyroxin by Kendall in 1914, the clinical observation 


that in “adenoma with hyperthyroidism” the 
toxic phenomena disappear within a few weeks after 
enucleation seems to have been the chief reason for 
the belief that toxic adenoma differed from hyper- 
plasia. 

Plummer showed that in a normal person 2 mgm. 
of thyroxin a day may hold the basal metabolism 
from 20 to 30 per cent above normal, and 3 mgm. 
may hold it 50 per cent above normal. Hyper- 
thyroidism is therefore the result of an increase 
in thyroxin. ‘The hyperfunctioning adenomatous 
goiter is the result of a pure hyperthyroidism, where- 
as exophthalmic goiter is not attributable entirely 
to an excess of the normal thyroid product but may 
be due to an incomplete thyroxin molecule. 

This theory of toxic adenoma as contrasted with 
hyperplasia has met with wider acceptance by 
pathologists in Europe than by those in America. 
It has been approved by the majority of surgeons. 
Among those who do not see any fundamental 
clinical difference between the two conditions are 
Croth, Hertzler, Rienhoff, and Crile. 

Rienhoff states that true adenomata occur, but 
are found in only 8 per cent of the cases of nodular 
goiter with hyperthyroidism seen at the Johns 
Hopkins Hospital, Baltimore, and that in toxic 
nodular goiter diffuse hypertrophy and_hyper- 
plasia precede the development of the nodules. He 
therefore believes that subtotal thyroidectomy is 
indicated rather than enucleation. His preference 
for subtotal thyroidectomy is well supported by the 
fact that in only one-third of the cases of toxic 
adenoma seen at the Mayo Clinic has the lesion been 
found single. 

Among internists, Plummer’s views of the dif- 
ference between toxic adenoma and exophthalmic 
goiter have met with almost unanimous acceptance. 
Toxic adenoma is held to be almost essentially a 
surgical disease. 

According to the review of the literature by 
Krause, roentgen therapy is successful in about 82 
per cent of cases of exophthalmic goiter, practically 
the same percentage as that in which operation is 
successful. Its use in toxic adenoma has been negli- 
gible because of the general tendency to consider this 
condition surgical. 

Radium therapy has given very favorable results 
in both toxic adenoma and exophthalmic goiter. 
The author reports eight cases treated with radium 
at the Beth Israel Hospital, New York. The results 
obtained indicate that radium therapy is preferable 
to surgery in both exophthalmic goiter and toxic 
adenoma as it relieves the thyrotoxic symptoms and 
in decreasing the size of the growth relieves the com- 
pression symptoms of toxic adenoma. It must be 
supplemented by rest, regulation of the diet, and 
medication. 

Ginsburg agrees with Aschoff and Marine that 
nodular goiter is the same as adenomatous goiter, 
and he finds no fundamental clinical or patho- 
logical difference between toxic adenoma and 
exophthalmic goiter. E..S. Pratt, M.D. 
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Burwell, C. S., Smith, W. C., and Neighbors, DeW.: 
The Output of the Heart in Thyrotoxicosis, 
with the Report of a Case of Thyrotoxicosis 
Combined with Primary Pernicious Anzemia. 
Am. J. M. Sc., 1929, clxxviii, 157. 


The case reported was that of a man who de- 
veloped signs of hyperplastic (exophthalmic) goiter 
at the age of twenty-three and was subjected to 
partial thyroidectomy at the age of twenty-six. 
He was then in good health for two years. When 
he was thirty-two years of age he was given roent- 
gen-ray treatment of the thyroid region because of 
recurrence of the thyrotoxicosis. When he was 
thirty-four years old examination revealed, in ad- 
dition to marked thyrotoxicosis, a palpable spleen, 
brownish pigmentation over the front of the neck, 
and achlorhydria. ‘The erythrocyte count was 
1,200,000, the leucocyte count 3,200, and the 
hemoglobin value 24 (Sahli). Transfusion, the 
administration of iron and arsenic, and rest were 
followed by slight improvement. When the patient 
was thirty-five years of age the feeding of raw liver 
was begun. Rapid improvement then resulted. 
When he was last seen, at the age of thirty-six, he 
was in good general condition. 

Studies were made in this case to determine the 
cardiac output when the anamia was present and 
later after it had been relieved. An increase in the 
demand of the body for oxygen was found to be met 
by an increase in the volume of the circulation 
rather than by increased utilization of the oxygen 
already in the body. In other words, there was a 
great increase in the cardiac output per minute and 
hence an increase in the work of the heart. 

Joun H. Wootsry, M.D. 


Zimmerman, L. M.: Exophthalmos Following 
Operation for the Relief of Hyperthyroidism. 
Am. J. M.Sc., 1929, clxxviii, 92. 


Exophthalmos is frequent in severe thyrotoxicosis 
and after operation usually recedes or disappears. 
Zimmerman reports eight cases in which it developed 
after thyroidectomy. The patients ranged in age 
from nineteen to fifty-three years. Four of them were 
males. In every case the metabolic rate fell after 
the operation to normal or subnormal. ‘The ex- 
ophthalmos was not accompanied by any other mani- 
festation of hyperthyroidism. In most instances the 
increased prominence of the eyes was accompanied 
by conjunctivitis and lachrymation and in several 
by chemosis and oedema of the eyelids. In one case 
the upper eyelid retracted behind the eyeball, and in 
another retinitis pigmentosa developed. 

In five cases the exophthalmos was bilateral. The 
interval between the operation and the appearance 
of the exophthalmos ranged from three to twelve 
months. In every case the condition persisted with- 
out improvement. ‘Three of the patients had a very 
mild exophthalmos at the time of operation and two 
others showed lagging of the upper eyelid. After 
operation four showed evidences of hypothyroidism 
and three had basal metabolic rates ranging from 15 


to 19 although they were free from symptoms of 
hypothyroidism. Five patients received thyroid sub- 
stance before the appearance of the eye condition. 
None received iodine before the development of the 
exophthalmos except before and immediately after 
the operation. 

Thyroid substance had no effect on the eyes after 
the prominence appeared. In two patients iodine 
caused a temporary slight recession of the eye bulge. 

F. S. Moprern, M.D. 


Don, C. S. D.: The Treatment of Exophthalmic 
Goiter. Brit. M.J., 1929, i, 1108. 


Don compares the results obtained in the treat- 
ment of hyperthyroidism by: (1) rest combined with 
the administration of iodine, (2) X-ray therapy, and 
(3) surgery. 

Thirty-six of the cases reviewed were treated by 
rest and the administration of iodine, thirty-one of 
them for the first time. In eight cases in this group 
the pulse and metabolic rate were reduced to the 
normal. In eighteen there was marked improve- 
ment. In four, no or only slight improvement re- 
sulted, and in one case the condition became definite- 
ly worse. In sixteen cases a second course of iodine 
was given. The longer the interval after the first 
course the better the chance that the drug will act 
a second time. In six cases the improvement was 
marked, and in five cases it was slight. In two cases 
the condition became definitely worse. Three of the 
patients died. In 37 per cent of the cases the result 
of the second course of iodine was equal to that of the 
first. Improvement after the administration of io- 
dine is only temporary and a relapse follows discon- 
tinuance of the drug. During the treatment the weight 
increases although the metabolic rate may rise. 

Twenty-three cases were treated with the X-rays. 
In six, the basal metabolic rate became normal and 
in another six there was improvement. In five of the 
latter the improvement was marked. In nine cases 
there was only negligible or no improvement. ‘Two 
patients died. In every case in which improvement 
resulted there was an increase in weight. The im- 
provement was noticeable in most cases after three 
months and in all after six months of treatment. ‘The 
shorter the duration of the condition the more ame- 
nable it was to X-ray treatment. 

Twenty-five cases were operated upon after prep- 
aration with iodine and rest. In these there was no 
mortality. In one case ligation and sympathectomy 
were done and followed by improvement. Seventeen 
of the remaining twenty-three patients were cured, 
four were markedly benefited, and two were not 
benefited. Of sixteen patients who were re-examined 
after one year, 80 per cent were cured or showed 
marked improvement. 

The author concludes that iodine should be re- 
served for pre-operative preparation, that X-ray 
treatment should be tried for a period not exceeding 
six months, and that patients who show no im- 
provement at the end of that time should be treated 
surgically. F. S. Mopern, M.D. 
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Rabinowitch, I. M.: The Effects of Iodine Treat- 
ment with and without Vitamins on the Basal 
Metabolic Rate in Exophthalmic Goiter. Cana- 
dian M. Ass. J., 1929, Xxi, 156. 


The relationship of iodine to thyroid activity is 
as yet unknown. Some believe that in exophthalmic 
goiter the supply of iodine is insufficient. ‘The author 
does not accept this theory. In support of his opin- 
ion he calls attention to the fact that when iodine is 
given and the gland stores an increased amount the 
basal metabolic rate may still remain high. From an 
analysis of normal and benign pathological thyroid 
tissue he concluded that some factor other than 
iodine insufliciency is responsible for exophthalmic 
goiter. As it is apparent that vitamins are concerned 
in the metabolism of inorganic elements, it occurred 
to him that a deficiency of vitamins might be a 
cause. 

McCarrison demonstrated that vitamins may be 
concerned with the metabolism of iodine, and 
Harvey found that after the administration of cod- 
liver oil to goats the iodine quotient in the milk of 
the animals was increased. Harris and Moore re- 
cently demonstrated that a lack of Vitamin D causes 
a deficiency of phosphorus or calcium or both and 
defective calcification, whereas an excess of this 
vitamin results in an excess of these elements with 
excessive calcification. 

In his investigations to determine whether there 
is a similar relationship between iodine and hyper- 
thyroidism the author treated twelve cases of ex- 
ophthalmic goiter with Lugol’s solution and twelve 
cases with a mixture of Vitamins A and D and an 
iodofatty acid and compared the effects of these 
treatments on the basal metabolic rate. The vita- 
min mixture was administered in capsules each con- 


taining 1,250 units of Vitamin A, 250 units of Vita- 
min D, and 30 mgm. of iodine. Two capsules were 
given daily. In the cases treated with Lugol’s solu- 
tion the average decrease in the basal metabolic 
rate was 3.2 per cent whereas in those treated with 
the vitamins it was 4.7 per cent. 

Experiments were carried out also in two other 
cases. In one, in which the initial basal metabolic 
rate was +78 per cent the patient was placed at rest 
in bed for ten days and than given Lugol’s solution 
to the amount of 130 mgm. of iodine per day. At the 
end of twenty days the basal metabolic rate was 
constant at +57 percent. At this stage two vitamin 
capsules were given daily. On the fortieth day the 
basal metabolic rate was 50 per cent. Thereafter it 
increased. 

In the other case an initial basal metabolic rate 
of +85 per cent was reduced by ten days of bed rest 
to +69 per cent and on the fifteenth day the admin- 
istration of Lugol’s solution to the amount of 130 
mgm. of iodine daily was begun. ‘The lowest basal 
metabolic rate under this treatment, +52 per cent, 
was reached on the thirtieth day. Vitamin treat- 
ment, two capsules representing 2 mgm. of iodine 
daily (normal requirement), was then begun. On the 
fortieth day the basal metabolic rate was +41 per 
cent. It then began to rise. 

The author concludes that the administration of 
large quantities of Vitamins A and D influences the 
course of exophthalmic goiter, but he is unable to 
explain the mechanism of the action. He suggests 
that the vitamins function by assisting the assimila- 
tion of the iodine by acting on the secreting function 
of the thyroid or, indirectly, by acting first on the 
metabolism of other inorganic elements such as 
calcium. Joun H. Woorsey, M.D. 


SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Mclver, J., and Wilson, G.: Spontaneous Sub- 
arachnoid Hemorrhage. J. Am. M. Ass., 1929, 
xciii, 89. 

A review of the literature reveals that spontaneous 
subarachnoid haemorrhage is more common than is 
generally believed. The earliest report on the condi- 
tion was made in 1886 by Bramwell who gave as 
the three most important etiological factors calcare- 
ous degeneration, aneurism of the cerebral vessels, 
and hemophilia without change in the vessel walls. 
The authors state that any condition causing changes 
in the wallsof the peripheral vessels must be considered 
a possible cause of changes in the meningeal vessels. 
The most common causes are thought to be syphilis, 
trauma, embolism, mycotic processes, and the acute 
infections, especially meningitis and acute rheumatic 
fever. In the acute infections the cause is probably 
an infectious embolus. Arteriosclerotic degeneration 
is found in many cases showing no clinical evidence 
of its presence. 

The onset is sudden. The mentality may be 
disturbed to the extent of somnolence, stupor, 
delirium, or coma. Consciousness may be lost com- 
pletely. Stiffness of the neck develops, and Ker- 
nig’s sign is always present. The pupils may be 
small, unequal, or dilated. One or more of the 
cranial nerves may be involved. There may be 
partial or complete hemiplegia. The face and arm 
are involved more often than the leg because the 
hemorrhage is usually of basilar origin, with con- 
sequent pressure of the clot on the face and arm 
centers. ‘Tendon reflexes are variable. Babin- 
ski’s sign may be present on the involved side. 
Headache is usually severe, and vomiting may be 
persistent. Pain or pressure is occasionally noted 
at the site of hemorrhage. The pulse and respira- 
tion may be slow or rapid, depending on the amount 
of intracranial pressure and shock. A moderate 
rise in the temperature is frequently noted. The 
spinal fluid is bloody and under increased pressure. 
The eyegrounds often show marked changes, with 
choking of the optic nerve or sclerosis of the retinal 
vessels and numerous hemorrhages. Leucocytosis 
has been reported. Glycosuria hypergly- 
cemia are found occasionally, but disappear under 
spinal drainage. ‘The mental symptoms persist 
for a variable length of time and subside gradually. 

The possibility of this condition must be con- 
sidered in cases of sudden illness with headache 
followed by stupor or coma. In many of the cases 
in the series reported a tentative diagnosis of 
meningitis, encephalitis, uremia, diabetic coma, or 
cerebral apoplexy had been made. Examination of 
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the spinal fluid is of great value in the diagnosis. 
Bloody spinal fluid is rare in encephalitis and 
meningitis. The possibility of brain tumor, especially 
a tumor located in the posterior fossa, should be 
excluded before a spinal puncture is done. ‘The 
pressure of the fluid should be estimated before 
any considerable amount is withdrawn, but 1 or 
2 c.cm. may be taken without danger even when the 
pressure is excessive and is suflicient for diagnostic 
purposes. Intracerebral vascular lesions may cause 
the presence of blood in the spinal fluid by rupturing 
into the ventricle. In nearly all such cases death 
results. Trauma can be ruled out by careful exam- 
ination and roentgenographic study, 

In the treatment of this condition spinal drainage 
should be done daily until the fluid is clear. Pro- 
longed rest in bed is imperative, and treatment of 
the underlying condition should be instituted. 
A moderate dose of magnesium sulphate daily, 
and the intravenous injection of 50 c.cm. of 50 per 
cent glucose daily or every other day will help 
to reduce the intracranial pressure. Fluids should 
be limited to from 500 to 1,000 c.cm. daily. Unless 
proper treatment is instituted, death may result 
from the increasing pressure or complications such 
as epilepsy, motor weakness, or mental retardation 
produced by the presence of blood clots in the sub- 
arachnoid space. E. S, Pratt, M.D. 


Sargent, P., and Greenfield, J. G.: Hamangiom- 
atous Cysts of the Cerebellum. Brit. J. 
Surg., 1929, xvii, 84. 

According to Lindau, cerebellar cysts may be 
divided into the following classes: (1) dermoid cysts 
and cholesteatomata; (2) cysts formed as a result 
of hemorrhage or softening; (3) parasitic cysts; (4) 
cysts in relation to a tumor; (5) simple cysts; and (6) 
cysts in communication with the fourth ventricle. 
Tor completeness from the surgical standpoint the 
authors add two forms of extracerebellar cyst, viz., 
cystic acoustic nerve tumors and meningeal cysts 
caused by arachnoid adhesions. They report eight 
cases of cerebellar cysts together with the patho- 
logical findings. Their experience suggests that 
angiomata are the most common form of tumor in 
relation to cerebellar cysts. In one of their cases 
multiple tumors were found. 

In several cases a close relationship of the con- 
dition to head trauma was established, and in one 
case there was a history of the familial incidence of 
cerebellar tumor, a cyst in a brother and a sister. 

No relationship was noted between the size of the 
cyst and the size of the tumor. The cysts were 
rounded and had smooth walls. The hemangiomata 
were always embedded in the cortex of the cerebel- 
lum and frequently lay in a small dimple in the wall 


dele) 


of | 
det 
dis 
In 
an 
ex! 
cy! 
ch 
wi 
th 
th 
th 
se 
bi 
ti 
bi 
R 


SURGERY OF THE NERVOUS SYSTEM 


of the cyst. Grossly the tumor appeared as a clearly 
defined, rounded mass. Its cut surface was a red- 
dish yellow and presented multiple minute cavities. 
In a review of the literature it was noted that 
angiomatous cysts of the cerebellum frequently co- 
exist with retinal angiomata, hypernephromata, or 
cystic disease of the kidneys or pancreas. 

Of surgical interest in angiomatous cysts is the 
characteristic absence of a lining membrane, the 
walls of such cysts being formed by condensation of 
the normal neuroglia. Although simple emptying of 
the cyst rarely brings about a permanent cure, 
the removal of the tumor from the wall of the cyst 
seems to prevent the recurrence of symptoms and 
brings about complete restoration of cerebellar func- 
tion. The dentate nucleus is never destroyed or 
broken into by the cyst. Knut H. Houck, M.D. 


Rupp, F.: Tumors of the Hypophysis and Sur- 
rounding Structures—Intrasellar and Supra- 
sellar Tumors, Tumors of the Olfactory Fossa, 
Tumors of the Hypothalamus—and the Meth- 
ods of Approaching Them Surgically (Die Ge- 
schwueltste der Hypophyse und ihrer Umgebung— 
intra- und supra-sellare Tumoren, Tumoren der Ol- 
factoriusgrube, Geschwuelste des Hypothalamus—und 
ihre Zugangswege). Deutsche Zischr. f. Chir., 1929, 
ccxv, 266. 

Topographically, a distinction is made between: 
(1) hypophyseal tumors, (2) suprasellar tumors, (3) 
tumors of the olfactory fossa, and (4) peduncular 
and hypothalamic tumors. To the first group belong 
the true hypophyseal tumors. These vary greatly 
in their histological structure, but the majority are 
adenomata and cysts. They may be definitely dif- 
ferentiated from the other groups because of their 
narrowly delimited location. They are characterized 
roentgenologically by ballooning out of the sella 
turcica. -They may be distinguished roentgeno- 
logically from extrasellar tumors by the absence of 
destruction of the clinoid processes. They are char- 
acterized clinically by endocrine disturbances mani- 
fested by such conditions as Paltauf’s dwarfism, 
acromegaly, Simmond’s cachexia, Froehlich’s dys- 
trophia adiposa genitalis, and Brugsch’s dystrophia 
osteogenitalis acromicria. Bilateral contraction of 
the visual fields is only a secondary sign. Choked 
disk is nearly always absent. Increased intracranial 
pressure occurs late. ‘The only treatment to be con- 
sidered is operation. 

To the second group of tumors under discussion 
belong the new growths above the anterior border 
of the roof of the sella. Most of these are so-called 
endotheliomata. Americans speak of suprasellar 
meningiomata (Cushing). These tumors, because of 
their position, show a quite typical disease picture. 
They include also the atypically located adenoma of 
the anterior lobe and tumors of the infundibulum. 
They are characterized clinically by the early ap- 
pearance of bitemporal hemianopsia. The growth 
displaces the tissues by pressure and does not 
infiltrate them. Roentgen examination shows de- 
struction or a bending in of the clinoid processes. 


Choked disk is noted only in severe cases, and dis- 
turbances of internal secretion are not present until 
the condition is advanced. 

The third group under consideration comprises 
tumors of the olfactory fossa which also are en- 
dotheliomata. In appearance and structure these 
neoplasms resemble the suprasellar meningiomata. 
Their point of origin is supposed to be the meninges 
of the olfactory sulcus. ‘The earliest symptom is 
anosmia. ‘This’ is followed by contraction of the 
visual fields and disturbances in the frontal sinus. 
Choked disk is usually present. As a rule the roent- 
gen picture shows the slight widening of the sella 
turcica which is characteristic of increased intra- 
cranial pressure. 

The fourth group is made up of the prognostically 
unfavorable ventricular and peduncular tumors 
lying intracerebrally in the substance of the hypo- 
thalamus. Histologically, most tumors of the crus 
cerebri (peduncular tumors) are basiliomata. Ba- 
siliomata tend to appear in young persons and are 
of slow growth. Typical signs of peduncular tumors 
are somnolence, ataxia, and polyuria. Pressure on 
the chiasma produces contraction of the visual 
fields, but frequently this is not very marked. 
Choked disk and endocrine disturbances are present 
with great constancy. On roentgen examination, the 
clinoid processes are found. In the differential diag- 
nosis, hydrocephalus of the third ventricle must be 
ruled out. These tumors are inoperable. 

In conclusion, the author discusses the operative 
technique. The transfrontal route is the route of 
choice for suprasellar tumors and meningiomata of 
the olfactory fossa (Groups 2 and 3) and the trans- 
sphenoidal route for tumors of Group 1. 

HELLNER (Z). 


Dandy, W. E.: An Operative Treatment for Certain 
Cases of Meningocele (or Encephalocele) into 
the Orbit. Arch. Ophth., 1929, ii, 123. 


The case reported was that of a sixteen-year-old 
girl who presented a pulsating exophthalmos of the 
left side with downward and inward deviation of 
the eye. In the examination it was borne in mind 
that a pulsating exophthalmos may be caused by: . 
(1) an arteriovenous aneurism of the brain, orbit, 
or cavernous sinus, (2) an arterial and arteriovenous 
aneurism of the orbit, or (3) a defect in the roof of 
the orbit. The patient had a minor deformity of the 
left ear, and X-ray examination showed absence of 
the posterior half of the orbit and great thinning of 
the bone over the entire frontal area. 

The operative approach was that routinely used 
for hypophyseal tumors. A measured transplant of 
bone from the outer table of the skull was snugly 
fitted subdurally over the bone defect. Operation 
revealed the following other congenital deformities: 
(1) a meningocele, (2) a large extradural vein which 
apparently replaced the cavernous sinus, and (3) ab- 
sence of the internal carotid artery on the affected 
side. In addition, the outer surface of the brain was 
covered with large pools of fluid in the subarachnoid 
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space, and the leptomeninges were opaque and 
greatly thickened. 

The exophthalmos completely disappeared with the 
subsidence of the postoperative oedema, and seven- 
teen months later the internal strabismus and ver- 
tical deviation were corrected by resection and 
advancement of the external rectus muscle. ‘Twenty- 
one months after the operation a slight downward 
displacement of the eyeball still remained, but the 
eyes focused well, the extra-ocular movements were 
nearly normal, there was no exophthalmos or pulsa- 
tion of the eyeball, and roentgen examination showed 
the graft tobe unchanged. Knut H. Houck, M.D. 


SPINAL CORD AND ITS COVERINGS 


Oppel, V.: An Attempt at Operative Treatment of 
Syringomyelia by the Method of Pussep 
(Versuch einer operativen Behandlung der Syringo- 
myelie nach Pussep). Vestn. Chir., 1929, xvi, 8. 

In seven cases with pronounced symptoms of 
syringomyelia (muscular weakness, disturbances of 
the pain and temperature sense, and trophic dis- 
turbances) the author opened the spinal cord in the 
cervical portion according to Pussep’s method. In 
three cases the improvement was so marked that it 
bordered on complete cure. In no instance were 


there any serious sequela. In one case, in which the 
opening into the central canal was made in front of 
the denticulate ligament, through the anterolateral 
tracts, a spastic condition of the arm developed. In 
two cases, the incision in the soft parts did not heal 
by primary intention; the edges separated, but there 
was no trace of suppuration and healing occurred 
later by second intention. Pussep noted this same 
phenomenon in two of his first four cases. In only 
— of Oppel’s cases was the operation without re- 
sult. 

The operation is based on the assumption that 
many of the symptoms are due, not directly to the 
gliomatosis, but to the pressure of the cerebrospinal 
fluid in the central canal. The technique is simple. 
Laminectomy of the sixth and seventh cervical and 
first dorsal vertebra is done, the dura mater is 
opened, and a test puncture of the central canal is 
made 4 mm. lateral from the midline on the side of 
the pathological changes. The central canal is 
opened with a fine scalpel for a distance of 1 cm. 
and the fluid drained off. ‘The dura and soft parts 
are then sutured. In some cases it may be better to 
make the incision into the central canal through the 
anterolateral tracts or posteriorly in the midline, 
through the posterior sulcus and the posterior 
commissure. Petrow (Z). 
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TRACHEA, LUNGS, AND PLEURA 


Pool, E. H., and Garlock, J. H.: A Treatment of 
Persistent Bronchial Fistula. Ann. Surg., 1929, 
XC, 213. 

Bronchial fistula occur most commonly with 
empyema thoracis and lung abscess. ‘The majority 
close spontaneously. Persistence of a fistula may 
be due to suppuration in the parenchyma of the 
lung or the bronchial tree, the presence of a rigid- 
walled empyema cavity into which the fistula opens, 
the formation of a bronchocutaneous channel, or 
the presence of a foreign body. 

Operative closure of a bronchial fistula should 
not be attempted until the need for drainage of a 
lung suppuration has passed. 

Very small fistula will frequently close following 
the local application of a cauterizing agent. 

For the closure of a bronchial fistula which per- 
sists in spite of conservative measures, the authors 
describe an operative procedure consisting in plug- 
ging of the fistula with a pedunculated muscle flap. 
The operation is simple and widely applicable, and 
has proved successful in the authors’ experience. 

The production of a bronchial fistula in an experi- 
mental animal is attended with great- technical 
difficulties. Although the experiments reported 
by the authors did not duplicate exactly the condi- 
tions found in man, the results obtained indicate 
clearly the processes of repair following closure of a 
bronchial fistula by the method described. 

A muscle flap placed in a bronchial fistula to 
effect its closure remained viable and was not com- 
pletely replaced by fibrous tissue. Microscopic ex- 
amination at the end of a year showed intact muscle 
fibers and growth of bronchial epithelium over the 
muscle flap. Howarp A. McKnicut, M.D. 


McEnery, E. T.: Aspiration in Empyema of Chil- 
dren. J. Am. M. Ass., 1929, xciii, 362. 


At the Children’s Memorial Hospital, Chicago, 37 
patients were treated for empyema in 1928. Thirty- 
two were treated by aspiration alone. Of these, 28 
were completely cured. One of the 4 others had 1 
aspiration and died of pneumococcus septicemia, 
pneumonia, and meningitis. At autopsy, only 1 oz. 
of pus was found. Another was taken home against 
advice. The third was at no time a safe operative 
risk and died from pneumonia and extensive pneu- 
mothorax after 10 aspirations with the evacuation 
of 3,635 c.cm. of pus from the left side and 300 
c.cm. from the right side. The fourth could not be 
traced. The mortality was 9 per cent. It is reduced 
to 6 per cent if the child with septicemia, menin- 
gitis, and only a small encapsulated empyema con- 
taining 1 oz. of pus is excluded, as appears justifiable. 


The aspiration was done with a large Luer syringe 
or a modified Potain aspirator under local anesthesia 
induced with 1 per cent provocaine hydrochloride. 
No shock or alarming symptoms were noted in 122 
aspirations. Empyema does not constitute an emer- 
gency. Aspiration or operation must not be done 
too soon or too often. In the cases reviewed, the 
number of aspirations varied from 1 to 11, and the 
interval between operations from two days to two 
weeks or more. The procedure was guided by the 
general condition, the evident amount of pus, the 
degree of respiratory embarrassment, the location of 
the heart, and the temperature curve. 

Cultures of the aspirated pus showed the pneumo- 
coccus in 28 cases, the hemolytic streptococcus in 
3 cases, and the staphylococcus albus in 1 case. The 
average stay in the hospital was three and half 
months. This can be reduced considerably by allow- 
ing the patient to go home between aspirations. 

The temperature curve was rather uniform, drop- 
ping to nearly normal after an aspiration and then 
gradually returning to from ror to 103 degrees F. 
within one or two weeks. It was therefore to some 
extent an indication for repeated aspirations. 

Certain cases of extensive empyema were asso- 
ciated with a sinking in of the upper part of the 
chest, lowering of the shoulder, and a lateral scoliosis 
with the concavity toward the affected side, but all 
of these sequela were completely corrected. The 
last signs to disappear were slight dullness and sup- 
pression of breath sounds and a haziness in the 
roentgenograms, which often persisted for some 
time after the return to health. 

Three objections to aspiration have been made: 
that it is not possible to remove all of the pus; that 
large fibrinous masses cannot be removed; and that 
there is danger of puncturing the lung and causing 
pneumothorax. Repeated roentgenograms have 
shown that large amounts of pus can be absorbed . 
whether pneumothorax is present or not. The large 
fibrinous masses have given no trouble and appar- 
ently are absorbed. Pneumothorax occurs through 
injury to the lung by the aspirating needle or as the 
result of spontaneous rupture into a bronchus with 
free expectoration of pus. Roentgenograms were of 
special aid in the presence of pneumothorax; the 
clinical signs were of very little value in revealing 
the extent of the condition. Spontaneous rupture 
was regarded as a favorable occurrence, and pneumo- 
thorax was not considered a serious complication. 

The treatment of these cases by aspiration alone 
was not done as an experiment. Aspiration was 
necessary in the first case and because of the success- 
ful result was continued in the others, but always 
with the intention of resorting to the usual methods 
if necessary. The mortality is the lowest recorded 
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except that in Kassowitz’ inexplicable series of 50 
cases treated by rib resection at an ambulatory 
clinic, in which the mortality was also 6 per cent. 

The authors are convinced that the youth of their 
patients was an important factor in the success of 
the treatment. Fifty per cent of the children were 
under or just three years of age, 30 per cent were 
under or just two years of age, and 12 per cent were 
under or just one year of age. They believe that the 
greater pliability of the chest wall in infants is bet- 
ter adjusted to the removal of pus and is less favor- 
able to open intervention with its infringement on 
vital capacity, especially when the operation is done 
before the mediastinum is fixed and while the 2 chest 
cavities still act as nearly 1 chamber. 

The favorable results reported from aspiration 
followed by irrigation with 0.5 per cent ethyl hydro- 
cupreine are regarded as no better than the author’s 
results without ethyl hydrocupreine. 

Aspiration is not advocated as a routine measure 
for all cases, but is presented as the procedure of 
choice in infancy. S. Pratt, M.D. 


HEART AND PERICARDIUM 


Bowers, L. G.: Pericardotomy for Pyopericardium. 
Arch. Surg., 1929, XixX, 301. 

Suppurative pericarditis is in most instances the 
result of the extension of an infectious process of the 
lung and pleura. In many cases it has followed a 
perforating wound with direct implantation of the 
infecting agent. As the exudate which collects in 
the relatively small pericardial sae can find no 
physiological outlet, the early establishment of 
surgical drainage offers the best prognosis. Peri- 
cardotomy is a simple procedure which is associated 
with little or no risk and may save life. 

In the author’s technique a curvilinear incision is 
made along the left border of the sternum, begin- 
ning at the fifth left sternochondral junction and 
extending laterally just below the inferior border of 
the sixth rib to a point 2 cm. to the left of the 
costochondral junction. The flap is dissected up- 
ward from the underlying rib to expose the costal 
cartilage of the sixth rib, and the costal cartilage is 
removed. The pleura and lung are then drawn 
laterally by means of a broad retractor, and an 
aspirating needle is introduced into the pericardial 
sac to determine the depth and the location of the 
exudate. When this has been done, a gall-bladder 
trocar is introduced into the sac. The cavity is thus 
drained by gravity. 

The balance of the exudate is drained by attach- 
ing a large Luer syringe to the free end of the tube 
and using suction. A pursestring suture is then 
placed around the trocar, the trocar is withdrawn 
from the sac, and a male catheter of similar caliber 
is introduced and fixed with the pursestring suture. 
The sac is then irrigated with 1 liter of physiological 
salt solution. ‘The catheter is finally drawn through 
a stab wound 1 in. above the incision, near the 
sternum, and the wound is closed with interrupted 


sutures. Finally the drainage tube is connected 
with a large bottle containing antiseptic fluid. Ihe 
drainage tube is kept open by daily injections of 
sterile saline solution. Antuony F. Sava, M.D. 


C2SOPHAGUS AND MEDIASTINUM 

Oulié.: | Antethoracic Csophagoplasty by the 
Wullstein-Lexer Procedure for Impassable 
Cicatricial Stenosis of the Thoracic Esophagus; 
Cure; Good Functional Result ((sophago- 
plastie antéthoracique par le procédé de Wullstein- 
Lexer pour sténose cicatricielle infranchissable de 
Vesophage thoracique; guérison; bon résultat 
fonctionnel). Bull. et mém. Soc. nat. de. chir., 1929, 
lv, 683. 

The patient whose case is reported by Oulié was a 
man aged twenty-two years who had swallowed a 
mouthful of hydrochloric acid. For eight days 
thereafter he was able to eat, but at the end of that 
time he vomited all solid food and sometimes even 
liquids. After two months he entered the hospital, 
very much emaciated. Following a gastrostomy, he 
gained strength. Seven months after his admission 
to the hospital, attempts at oesophageal catheteriza- 
tion were made, but were unsuccessful. There was 
an impassable stricture below the tracheal bifurca- 
tion. 

At operation, performed August 11, 1925, the 
lower part of a new cesophagus was formed from a 
loop of jejunum. At a second operation, performed 
September 29, a cervical cesophagostomy was done. 
At a third operation, performed November 19, an 
attempt was made to form ‘a cutaneous tunnel to 
unite the cervical orifice of the cesophagostomy with 
the thoracic orifice of the jejunostomy. The orifices 
were 18 cm. apart. The union of the flaps was not 
perfect. At the end of several weeks only the lower 
half of the tunnel was cicatrized and able to func- 
tion. In a fourth operation a second attempt was 
made to connect the oesophageal orifice with the 
cutaneous orifice. Three further operations in two 
years gained some ground, and in 1928, after treat- 
ment for syphilis and polyvalent pre-operative 
vaccination, complete closure was obtained. One 
year later the patient was able to eat all kinds of 
food. 

Cunéo, who presented Oulié’s report to the 
Society, reviewed the various techniques which have 
been used for the formation of a prethoracic neo- 
cesophagus. He stated that the Roux operation can 
be successful only rarely because it is difficult to 
obtain a long enough loop of small intestine, espe- 
cially since the length of the loop is usually dimin- 
ished by gangrene of the upper portion. ‘The Herzen 
modification (unilateral exclusion of the loop with 
lateral enterogastrostomy and passage of the loop 
behind the transverse colon across the mesocolon) 
has the advantage of reducing the danger of gan- 
grene and slightly decreasing the length of the 
jejuno-cesophageal tract. However, experience has 
demonstrated that it is not always easy to find a 
loop long enough to extend up to the neck. Lexer 
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performed the Herzen operation, but established 
the jejuno-cesophageal union by means of a cutane- 
ous tunnel. This is the Wullstein-Lexer operation 
or jejuno-dermato-cesophagoplasty. It is applicable 
to all cases, the length of the cutaneous tunnel 
compensating for insufficient length of the loop. 
Braizen constructed a tunnel with cutaneous flaps 
and obtained good results in seven of eight cases. 
The most delicate stage is the joining of the cutane- 
ous tube to the oesophageal orifice and the gastric 
cavity. The lesser severity of the dermato-cesopha- 
goplasty is almost compensated for by a certain 
inferiority of the functional result. 

TUFFIER, in discussing Oulié’s report, said that he 
had used Roux’s technique in five cases. The 
difficult stage was the cesophago-intestinal anasto- 
mosis, when the sutures cut through, leaving a 
fistula. Pace. 


Cleminson, F. J.: Thoracotomy in the Treatment 
of Malignant Disease of the Gsophagus by 
Radon. J. Laryngol. & Otol., 1920, xliv, 577. 

Woodman, M.: The Insertion and Use of Radon 
in Cancer of the sophagus. J. Laryngol. & 
Otol., 1929, xliv, 584. 

CLEMINSON states that articles by Birkett on the 
treatment of carcinoma of the tongue with radium 
and by Ramanis on access to the oesophagus by 
thoracotomy suggested to him that it might be pos- 
sible to improve the results obtained in carcinoma of 
the oesophagus by introducing radon seeds into the 
periphery of the growth by means of thoracotomy. 
He reports four cases treated in this way. 

WoopMAN states that the treatment of cancer of 
the oesophagus by the introduction of a large dose of 
radium into the center of the growth has definitely 
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failed. The dose so applied is not in contact with the 
oldest and most necrotic part of the growth and is 
farthest away from the actively growing edge. 
Moreover, it is in contact with the sepsis which 
always lines the center of the neoplasm and there- 
fore increases the septicity. The presence of a 
mechanical appliance in the central lumen for any 
length of time favors ulceration and stricture for- 
mation. 

The ideal method consists in attacking the growth 
by a crossfire of radium from without and by tubes 
inserted into the substance of the growth. Radon 
tubes which do not require removal and which 
obviate the danger of loss and irritation are of 
advantage. 

The insertion of these tubes through the cesopha- 
goscope into the growth is more simple than is at 
first apparent. The tubes are introduced by means 
of special instruments designed on the principle of 
the trocar and cannula. At each operation five 
needles are placed well into the substance of the 
growth. Their position and the changes in the 
growth are checked by X-ray examination. 

Improvement in swallowing has been consider- 
ably better than expected. It usually begins in 
about a week. Bougies have not been passed nor 
diathermy used although there are no objections to 
these procedures. There has been no general reac- 
tion nor any immediate mortality. Thirty-five intro- 
ductions of radon have been made by the author. 

Two obvious criticisms to this method of treat- 
ment are: (1) that possible involvement of medias- 
tinal glands and secondary deposits are not taken 
into account, and (2) only the upper half of the 
growth can be treated at first. 

E. SHackieton, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Godard, H., and Smith, P.: Herniz of the Pos- 
terior Omental Cavity (Les hernies de l’arriére- 
cavité des épiploons). Rev. de. chir., Par., 1929, 
xIviii, 265. 

Complex herniz of the posterior omental cavity 
are quite rare. The transmesocolic varieties are pro- 
duced through an orifice in the transverse mesocolon 
by an operative or accidental traumatism or an in- 
flammatory or neoplastic lesion. They ascend in the 
posterior omental cavity and, following an upward 
retrogastric course, perforate the gastrohepatic 
ligament and fall in front of the stomach and the 
large intestine into the great peritoneal cavity. In 
exceptional cases the hernial mass which has pen- 
etrated into the posterior cavity becomes engaged in 
an orifice of the gastrocolic ligament. It may also re- 
turn to this large cavity by way of the natural 
orifice of the retrogastric~bursa, i. e., the foramen of 
Winslow. 

Godard and Smith discuss also those hernie of 
inverted course which penetrate into the posterior 
cavity through the foramen of Winslow, pass behind 
the stomach, and emerge by an orifice in the meso- 
colon. 

These hernize manifest themselves clinically by 
phenomena of intestinal obstruction. They very 
soon necessitate surgical operation. In the majority 
of cases, the transverse colon, the stomach, and the 
hernial orifices are deeply buried under the loops of 
small intestine. In complex transmesocolic herniz 
which fall in cascades anterior to the stomach and 
the transverse colon, where almost the entire in- 
testinal mass is spread out in the upper portion of 
the abdomen and completely masks these organs, 
the best course to adopt is to search first for the 
right or left angle of the colon and the gastric 
tuberosity. 

The authors report the case of a man aged 
thirty-four years who sought treatment for suba- 
cute gastric disturbances. X-ray examination re- 
vealed duodenal stasis. A gastro-enterostomy had 
been performed three months before on account of 
gastric pain. Amelioration of short duration was 
succeeded by pain and abundant bilious vomiting. 
X-ray examination at that time showed pyloroduo- 
denal dislocation and an elongated stomach con- 
taining, above the bismuth meal, a considerable 
amount of residual fluid. The mouth of the gastro- 
enterostomy was apparently not functioning. There 
was also very marked duodenal stasis, and most of 
the duodenojejunal angle was above the lesser 
curvature. 

When the abdomen was opened nearly the whole 
mass of small intestine protruded, concealing from 


view the transverse colon, its omentum, and the 
stomach. The angles of the colon were found. 
Through a wide breach in the transverse mesocolon 
the primary jejunogastric anastomosis could be 
recognized. This breach must have been the portal 
of entry for the small intestine into the posterior 
cavity. The loops were lifted to one side toward the 
gastrohepatic transligamentous breach and gently 
drawn through to the other side by way of the 
transmesocolic orifice. Whenever traction on a loop 
of small intestine ceased during the reduction the 
loop returned to the posterior cavity. After re- 
duction, an over-and-over suture was made of the 
zone near the anastomosis and the edges of the wide 
transmesocolic orifice until obliteration was com- 
plete. The patient left the hospital eighteen days 
later in excellent condition. 

The authors review about fifty cases of transmeso- 
colic hernia reported in the literature. Organic 
tolerance of these hernia is remarkable. The oper- 
ative difficulties are not great, and cure has been ob- 
tained in nearly all cases. As a preventive measure 
after gastro-enterostomy the mesocolic orifices 
should be carefully closed by fixation of the stomach 
to the peritoneal lips. 

In hernie through the foramen of Winslow, 
strangulation occurs early and is severe. The 
authors have collected about thirty cases from re- 
cent literature. Complex varieties are described. 

Mention is made of certain inconstant anatomical 
formations such as the cysticoduodeno-epiploic 
ligament and the infraspigelian ligament which, by 
modifying the extent of the orifice of entry of the 
foramen, may create unforeseen operative difficul- 
ties. In the majority of cases the position taken by 
the surgeon must be that taken for operations on the 
biliary tract. Reduction may be made by simple 
traction on the infrahepatic intestinal loop. If this 
does not suffice, a finger may be inserted into the 
foramen to facilitate the liberation by forcing the 
floor down. In many cases reduction is not possible. 
The flaccid portion of the lesser omentum should be 
split and the adhesions between the loops and the 
peritoneum of the posterior cavity or of the stomach 
should be freed. One may proceed toward the in- 
ferior border of the foramen of the omental bursa. 
Downward pressure on the hepatic falx by means of 
the finger is the only maneuver which permits 
straightening of the intestinal adhesion and re- 
duction by gentle traction at the external orifice of 
the foramen. This traction should be exerted on the 
loop situated high in the foramen, in contact with 
the liver, since the inferior loop usually adheres to 
the hepatic falx and is difficult to disengage. 

The article is supplemented with a bibliography of 
nine titles. Pace, 


106 


D 
I 


SURGERY OF THE ABDOMEN 


Douglas, J.: Hernia Through the Foramen of 
Winslow. Ann. Surg., 1929, xc, 306. 

The author adds another case of hernia through 
the foramen of Winslow to the thirty-eight he has 
been able to collect from the literature. His patient 
was a man fifty-three years of age who was seized 
with severe pain first in the region of the umbilicus 
and then in the epigastrium. The pain was followed 
by vomiting which relieved it. Roentgen examina- 
tion showed a loop of bowel in the lesser cavity. 
When the abdomen was opened the loop of bowel had 
returned to the greater cavity but was identified by 
pressure rings on a loop of ileum 2 ft. from the 
ileocecal valve. The attempt was made to prevent 
further invasion of the lesser sac by the small 
bowel by causing the formation of adhesions between 
the greater omentum and the abdominal wall so that 
the small intestine could not pass in front of the 
transverse colon. W. N. Row ey, M.D. 


Lawson, G. M., and Smithwick, R. H.: Gonorrheeal 
Infection of Abdominal Wounds Following 
Laparotomy. Ann. Surg., 1929, xc, 243. 

Two cases of acute salpingitis simulating appen- 
dicitis are reported. An unusual feature in both 
was secondary infection of the laparotomy wound 
by the gonococcus. Fever and visible wound infec- 
tion were present four and five days after the opera- 
tion. In one case the diagnosis of salpingitis was 
obvious, but in the other it could be made only by 
bacteriological studies. The wounds were rapidly 
freed of gonococci by dakinization and treatment 
with ro per cent argyrol. 

Howarp A, McKnicut, M.D. 


GASTRO-INTESTINAL TRACT 


Ramstedt.: Operation for Pylorospasm in Infants 
(Zur Operation des Pylorospasmus der Sacuglinge). 
Zentralbl. f. Chir., 1929, p. 554. 


Ramstedt states that the war prevented the 
popularization of his operation, but that in spite 
of this fact more and more internists have come to 
recognize the advantages of the operation although 
medical treatment, which has made considerable 
progress in recent years, should be tried first. He 
presents 3 groups of statistics—those of Heile, who 
reported 75 operations with 3 deaths; those of 
Kirschner, who reported 25 operations without a 
fatality; and his own series of 50 operations with 2 
deaths which occurred on the sixth and eleventh 
postoperative days as the result of weakness. The 
3 groups comprise 150 operations with a mortality 
of 3.4 per cent. Ramstedt concludes that medical 
treatment can do no better, and that in some of the 
cases treated medically the patient’s life might have 
been saved by timely operation. 

In the author’s technique, the abdomen is opened 
by a median incision 6 cm. long beginning below the 
ensiform process. The stomach is then pulled 
through the incision and the thickened pylorus is 
grasped between the index finger and the thumb of 
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the left hand. On the anterior surface, where the 
vessels are fewest, an incision is made to the be- 
ginning of the duodenum. The musculature is then 
split, not with the knife, but a blunt-pointed lancet- 
like instrument down to the mucosa for a distance 
of 2 or 3 cm. The blunt dissection of the muscle 
prevents injury to the mucosa. Hemostasis is ob- 
tained by pressure with gauze or several interrupted 
sutures. The abdomen is then closed and an ad- 
hesive tape dressing is applied around the thorax 
and the upper part of the abdomen. 

Whether the musculature is to be divided by blunt 
or sharp dissection as is done by Kirschner is a 
matter of choice. However, the author is opposed 
to the Hildebrand-Gohrbandt wedge excision, the 
Strauss pyloroplasty, and the Loreta-Nitton dilata- 
tion. He performs the operation under ether narco- 
sis. 
In the discussion, FRuEND (Osnabrueck) recom- 
mended. local anesthesia and stated that he often 
adds a small transverse incision to the longitudinal 
incision of the serosa. 

OrATOR (Duesseldorf) reported that Schlossmann 
has also become an advocate of the Ramstedt 
operation. On von Haberer’s service in Duesseldorf 
it has been done on 14 cases with 1 death from 
hemorrhage. Immediately after the operation the 
children are placed again under medical treatment. 

STETTINER (Z). 


Horsley, J. S.: The Mimicry of the Symptoms of 
Peptic Ulcer. Jilinois M. J., 1929, lvi, ot. 


Horsley calls attention to the fact that the symp- 
toms of peptic ulcer vary greatly and are frequently 
vague. ‘They depend somewhat on the type and loca- 
tion of the ulcer as well as the type of the individual. 
They show a marked tendency toward latent periods 
with comparative comfort followed by acute exacer- 
bations occurring more frequently in the spring and 
fall. On the basis of the symptoms the cases may be 
divided into three main types. 

In cases of Type 1 the chief complaint is the so- 
called hunger pains which are usually relieved by 
food, soda, gastric lavage, or vomiting. ‘These pains 
may persist for several months. 

In cases of Type 2 the patient is first made aware 
of trouble by sudden haemorrhage with the vomiting 
of blood and the passage of tarry stools. In some 
instances tarry stools and anemia may be the only 
signs. 

In cases of Type 3 the patient has no definite gas- 
tric symptoms, but complains of discomfort in the 
lower abdomen and of diarrhoea. The appetite is 
poor and there is a loss of weight. 

The three types of symptoms may occur separately 
or combined. 

The exact cause of the hunger pains is still un- 
known. The work of Cannon, Washburn, and 
Carlson has established definitely that in the normal 
stomach hunger pains are due to contraction of the 
gastric muscles. The theory that the pains in cases 
of ulcer may be due to the hyperacidity accompany- 
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ing the ulcer finds some support in the observation 
that patients with an active ulcer experience pains 
when dilute hydrochloric acid is introduced into the 
stomach through a tube. However, patients with 
hypo-acidity or even achylia are also subject to 
typical hunger pains. 

Higgins of St. Elizabeth’s Hospital, Richmond, 
Virginia, studied the occurrence of hunger pains and 
food relief in 162 cases with symptoms of digestive 
disturbance in which an abdominal operation was 
performed. These included 33 cases of chronic chole- 
cystitis, 47 of chronic appendicitis, 34 of combined 
chronic gall-bladder disease and appendicitis, and 
46 of peptic ulcer. A finding of interest was the rela- 
tive frequency of hunger pains in gall-bladder dis- 
ease, appendicitis, and duodenal infections. While 
relief of the pain from the ingestion of food has been 
generally recognized as a cardinal sign of duodenal 
ulcer, fewer than one-half of the patients with ulcer 
gave such a history and this sign was present in from 
8 to 17 per cent of the cases of chronic disease of the 
gall bladder and appendix. 

Gastro-intestinal hemorrhage may not be due to 
ulcer of the stomach or duodenum. Its cause may 
be toxic erosions of the mucosa of the stomach or in- 
testine, congestion of the gastric veins, splenic throm- 
bosis, hepatic cirrhosis, or ruptured oesophageal 
varices. The author cites a case in which it was due 
to a degenerating neurofibroma in the hepatic flexure 
of the colon. 

In experimental studies of pylorospasm made on 
dogs, Hughson noted that there is a tendency to- 
ward pyloric spasm following peritoneal injury. 
This is a reflex spasm, and the paths of the reflex are 
through the vagus nerve. After inducing pyloric 
spasm and delayed emptying of the stomach by 
creating a lesion in the cecum, Hughson caused 
normal emptying by resecting the vagus nerve. He 
found that removal of the vagal branches at the 
mid-portion of the stomach has the same effect as 
severance of the nerve at the point where it enters 
the stomach. Horsley states that relief of the symp- 
toms has resulted in most of the cases in which he 
has sectioned the vagus after removing a diseased 
gall bladder or appendix. 

From these observations it is apparent that the 
symptoms of peptic ulcer are simulated by other 
lesions and the mimicry may be most confusing. 
However, the cardinal signs of hunger pains, food 
relief, and hemorrhage are usually associated with 
other evidence that leads to the correct diagnosis. 
In atypical cases of peptic ulcer the diagnosis may 
require careful clinical observation, thorough labo- 
ratory study, and X-ray examination. 

Joun W. Nuzum, M.D. 


Lewisohn, R.: Safety Factors in Resection of the 
Stomach for Gastroduodenal Ulcers. Ann. 
Surg., 1929, xc, 69. 


The typical operation of resection of the stomach 
performed in the vast majority of cases of gastro- 
duodenal ulcer removes a little more than one-half 


of the stomach. It is therefore a partial gastrectomy. 
In cases of large gastric ulcers and ulcers near the 
cardia, the dissection must often be carried very 
close to the cardia and in some instances from two- 
thirds to four-fifths of the stomach must be removed. 
This extensive resection is termed ‘subtotal 
gastrectomy.” It should be admitted that partial 
or subtotal gastrectomy is an operation of consider- 
able magnitude. Even in cases treated by experi- 
enced surgeons the operative mortality will always 
be larger than the immediate mortality following 
gastro-enterostomy. 

Lewisohn points out some of the factors insuring 
a greater margin of safety in partial or subtotal 
gastrectomy. Large crater ulcers located in the 
second portion of the duodenum and with involve- 
ment of the common bile duct and the ducts of the 
pancreas should not be resected. Ulcers high up 
at the cardia demand total gastrectomy. This 
operation has a very high mortality and should be 
reserved for the carcinomata. 

Ulcers on the posterior wall of the duodenum 
require careful dissection. The pancreas may be 
injured with consequent pancreatitis and fat 
necrosis. Duodenal fistulee result from inadequate 
closure of the cut end of the duodenum. One of the 
chief factors of safety in any operation is the 
surgeon’s experience. The patient’s general condi- 
tion is also of great importance. Chronic disease 
of the lungs, heart, or kidneys is more of a contra- 
indication to stomach resection than old age. 
Whenever possible, ether anesthesia should be 
avoided. Patients with pyloric obstruction should 
be treated pre-operatively by gastric lavage, 
hypodermoclysis, and the administration of fluids 
by rectum. If necessary, glucose should be ad- 
ministered intravenously and blood transfusions 
given. The author advocates pre-operative and 
postoperative blood transfusions when the condition 
suggests shock or general weakness and debility. 
They often save life when given at the proper time. 

Spinal anesthesia seems superior to general 
anesthesia and is followed less frequently by post- 
operative pneumonia. The duration of spinal 
anesthesia as employed by the author is about 
fifty-five minutes. As this is not sufficiently long 
for the Billroth II resection, it is necessary to use 
nitrous oxide oxygen at the end of the operation. 
When retention occurs, the stomach tube is employed 
the first day after the operation. 

After six years’ experience, Lewisohn is convinced 
that the end-results of partial or subtotal gastrec- 
tomy are far superior to those of simple gastro- 
enterostomy with or without excision of the ulcer. 

Joun W. Nuzum, M.D. 


Buerkle de la Camp, H.: Perforated Gastric and 
Duodenal Ulcer (Ueber das durchgebrochene 
Magen- und Zwoelflingerdarmgeschwuer). Muen- 
chen. med. Wcehnschr., 1929, i, 453. 


In the first six months after Lexer assumed the 
direction of the Munich clinic twenty-four patients 


we 
ul 
th 
ad 
| Of 
ad 
pe 
by 
ti 
of 
ti 
es 
ir 
al 
| el 
Vv 
d 
| t 
\ 
1 


SURGERY OF THE ABDOMEN 


were admitted with perforated gastric or duodenal 
ulcer. In five, the perforation was incomplete. Of 
the nineteen with free perforations, three who were 
admitted in a hopeless state died without operation. 
Of those operated upon, seven died who had been 
admitted from seven to forty-eight hours after the 
perforation. 

The nature of the operation is determined chiefly 
by the general condition and the state of the circula- 
tion. he most important task is the combating 
of the peritonitis. In Lexer’s clinic extensive irriga- 
tion with Ringer’s solution is done and drainage is 
established. Gastro-enterostomy is not performed 
in every case, but whenever resection is planned an 
anterior antecolic gastro-enterostomy with a Braun 
entero-anastomosis is done. Five of the cases re- 
viewed were treated by primary resection (a Reichel- 
Pélya operation in one case, end-to-end gastro- 
duodenostomy in one case, and end-to-side implan- 
tation of the stomach into the descending limb of 
the duodenum in three cases).. Among these there 
was one case in which a perforated peptic jejunal 
ulcer developed following a gastro-enterostomy 
without pyloric exclusion performed two years 
previously. All of the patients treated by resection 
recovered, Coumers (Z). 


Bager, B.: The Occurrence, Clinical Picture, and 
Treatment of Perforated Gastric and Duodenal 
Ulcers, and an Investigation of the Late Re- 
sults of Various Operative Procedures (Beitrag 
zur Kenntnis ueber Vorkommen, Klinik, and Behand- 
lung von perforierten Magen- und Duodenalgesch- 
wueren nebst einer Untersuchung ueber die Spaetre- 
sultate nach verschiedenen Operationsmethoden). 
Acta chirurg. Scand., 1929, \xiv, Supp. xi. 


The author has collected 1,767 cases of perforated 
gastric and duodenal ulcer from 50 hospitals in 
Sweden which were operated upon by about too sur- 
geons during the period from 1911 to 1925. He him- 
self has operated upon 28 cases, obtaining a cure in 
all. He states that, particularly since 1919, perfo- 
rated ulcers have become considerably more frequent 
but the increase has been noted only among males. 
Of the total number of patients whose cases are re- 
viewed, 27.2 per cent were women, whereas of the 
number treated during the last five years, only 19.6 
per cent were women. In males, the condition was 
most frequent at about the thirtieth year of age, and 
in females at about the forty-fifth year of age. The 
increase in the frequency of the lesion in recent years 
was most marked among men between the ages of 
twenty-one and forty. 

The mortality in the surgically treated cases was 
32.8 per cent. It showed a steady increase with in- 
creasing age and with prolongation of the interval 
between the perforation and the operation. ‘The re- 
sults of operation have improved considerably, the 
mortality having been reduced from 41 per cent in 
the first five-year period to 35.3 per cent in the sec- 
ond, and to 27.1 per cent in the third. This improve- 
ment has been due chiefly to the fact that patients 
have recently been coming to operation earlier, but 
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has been brought about also by improvement in the 
operative technique. 

About two-thirds of the ulcers in the cases re- 
viewed occurred in the stomach and one-third in 
the duodenum, but the duodenal and juxtapyloric 
ulcers (distal perforations) together constituted 
about two-thirds of the total number of lesions and 
the ulcers of the saccus digestorius and the rest of 
the canalis egestorius (proximal ulcers) constituted 
one-third. The incidence of proximal perforations 
was about the same in men and women, whereas 
that of distal ulcers was much greater in men. In 
both men and women, proximal ulcers were most 
frequent at about the forty-fifth year of age. Distal 
ulcers were most frequent at about the same age 
in women, but at about the thirtieth year of age in 
men. It was almost entirely the distal perforations 
that caused the marked increase in frequency of per- 
forated ulcer during recent years. 

In the cases of most women and in those of men 
with proximal perforations the history was more 
often long than short. The short histories were giv- 
en most frequently by men with distai ulcers. Cases 
with short histories have become more frequent in 
the course of time than those with long histories. 

All of these facts with regard to the site, sex and 
age incidence, frequency, and history of the lesion 
point to the occurrence of two types of perforations 
—proximal perforations, which occur with about 
equal frequency in men and women, and distal per- 
forations, which are most frequent in younger men. 

It is possible that the increased use of tobacco is 
an important factor in the increased frequency of 
perforated ulcers in younger men. 

With a view to determining the value of different 
methods of operation, the author made a detailed 
study of the 1,495 cases included in the main group. 
Of 684 patients treated merely by suture of the per- 
foration, 36.4 per cent died. In 616 cases in which 
suture of the perforation was supplemented by gas- 
tro-enterostomy the mortality was 23.4 per cent. In 
84 cases in which resection was performed, the mor- 
tality was 25 per cent. In 111 cases in which only 
tamponade or drainage was done the mortality was 
68.5 per cent. The poorer results of simple suture as 
compared with gastro-enterostomy were due un- 
doubtedly to the fact that the patients treated by 
suture were in worse condition. 

The results in the cases treated by suture would 
not have been improved by gastro-enterostomy, but 
in the cases treated by gastro-enterostomy the mor- 
tality would probably have been somewhat lower if 
the suture method had been adopted. 

The relatively low mortality in the cases operated 
upon by resection was explained by the patients’ 
better general condition. ‘There is every reason to 
conclude that the mortality in these cases would 
have been very much less if the radical procedure had 
not been chosen. 

The material reviewed included 31 cases of per- 
forated jejunal and gastrojejunal ulcers. Such le- 
sions may occur after resection of the stomach. The 
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author reports also cases not operated upon, of which 
2 were diagnosed roentgenologically from the dem- 
onstration of free gas in the abdomen. 

At the Maria Hospital in Stockholm a special op- 
erative method has been employed fairly routinely 
during the last ten or fifteen years—lengthwise ex- 
cision of the ulcer, crosswise suture, irrigation of the 
abdominal cavity, gastrostomy and primary closure 
without drainage or tamponade. In 78 cases thus 
operated upon the mortality was only 11.5 per cent, 
and in 45 cases operated upon within six hours after 
the perforation there were no deaths. The favorable 
results were probably due partly to the fact that 
most of the patients came to operation early and 
—_ partly attributable to the conservative method 
used. 

However, a study of the total number of cases in- 
dicates that irrigation of the abdominal cavity did 
not improve the results. In cases in which the cav- 
ity was only sponged dry the mortality was 24.4 per 
cent whereas in those treated by irrigation it was 41.4 
per cent. Grouping of the cases with reference to 
the length of the interval between the perforation 
and operation shows poorer results after irrigation, 
also in the late cases. 

The cases reviewed demonstrated the importance 
of primary closure of the abdomen as far as possible. 
The mortality in cases with primary suture was 21.1 
per cent, whereas in the cases with drainage it was 
38.9 per cent. It is evident that primary closure is 
done more frequently in early cases and that late 
cases with widespread peritonitis and a large amount 
of exudate call for drainage, but in all the interval 
groups the same disadvantages of drainage were 
evident. 

The method by which the abdominal cavity is 
cleansed—irrigation or sponging—plays no definite 
part in the production of postoperative abscesses, 
but such abscesses seemed to develop somewhat 
more frequently in cases with drainage than in those 
with primary suture. 

To determine the late results of operations for per- 
forated ulcer the author sent out a questionnaire. 
He obtained data regarding 684 patients who had 
been treated at least a year previously. Three hun- 
dred and eighteen were treated by simple suture, 325 
by gastro-enterostomy, and 41 by resection. It was 
found that primary gastro-enterostomy gave the 
best late results with cure or improvement in 80.9 per 
cent of the cases. The next best results—cure or im- 
provement in 80.5 per cent of the cases—were ob- 
tained from resection. ‘The least favorable results— 
cure or improvement in only 54.3 per cent of the 
cases—were those of simple suture. 

If the further fate of patients with severe recur- 
rence is determined, it will be found that the ulti- 
mate results of the suture method are considerably 
better. A great number of the patients treated by 
this method recover completely or are greatly bene- 
fited by another operation or an ulcer cure, and the 
risk of the second laparotomy is no greater than in 
cases of ordinary ulcer without perforation. Of the 


patients who developed a severe recurrence after 
gastro-enterostomy, relatively fewer were benefited 
by further treatment. In such cases a second opera- 
tion was associated with very much greater risk, the 
mortality being no less than 29.4 per cent. The 
greater risk is evidenced also by the fact that surgeons 
are less prone to operate in cases of recurrence fol- 
lowing gastro-enterostomy as compared with cases of 
recurrence following suture. In cases of recurrence 
following resection the prognosis is still less favor- 
able and the mortality is higher. In general it may 
be said that recurrences are more frequent after the 
suture method than after the other procedures, but 
after suture the importance of recurrence is far less 
serious and the chance of benefit is greater. 

Patients with no ulcer symptoms before the per- 
foration stand a considerably greater chance of re- 
maining well even after simple suture. The risk of 
recurrence increases in proportion to the duration of 
previous ulcer symptoms, but even patients with a 
long history of severe ulcer symptoms often remain 
perfectly well after only suture of the perforation. 
Following .all operative methods recurrences usually 
develop within the first few weeks or months after 
the perforation. The longer the time that has elapsed 
since the perforation and operation, the less the 
danger of recurrence and the greater the chance for 
a lasting cure. 

The author concludes that the treatment of choice 
consists in simple suture, preferably after excision 
of the ulcer, sponging of the abdominal cavity, gas- 
trostomy, and primary suture of the abdomen. The 
danger of a fresh perforation or cancer is so slight 
that it need not be given consideration in the choice 
of operation. At any rate it is no greater than the risk 
of peptic jejunal ulcer after gastro-enterostomy or 
resection. 


Haudek, M.: The X-Rays in the Diagnosis of 
Early Carcinoma of the Stomach. Brit. M. J., 
1929, ii, 173. 

Next in frequency to cardiovascular disease as a 
cause of death is cancer, and the most common 
of fatal cancers is cancer of the stomach. Early 
X-ray examination is therefore extremely important 
in all cases in which a cancer of the stomach is 
suspected. Haudek maintains that by a sufficiently 
precise examination supported by sufficient expe- 
rience roentgenologists are now in a position to 
establish at an early stage and with a considerable 
degree of certainty whether a cancer is present in the 
stomach or not. ‘The results of the examination are 
dependent far more on the skill of the roentgenolo- 
gist than on the quality of the apparatus. Haudek 
outlines his method in detail. Samurer Kaun, M.D. 


Anschuetz, W.: Palliative Resection of Gastric 
Cancer (Ueber die palliative Resektion des Magen- 
carcinoma). Deutsche Ztschr. f. Chir., 1929, ccxiv, 1, 


In the follow-up study of 320 patients subjected 
to gastric resection for cancer in the Kiel clinic dur- 
ing the period from 1901 to 1927, the cases were 
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classified into 3 groups. The first group comprised 
those of easily resectable carcinoma without ad- 
hesions; the second group, those with adhesions in 
which it was necessary to remove portions of neigh- 
boring organs (colon, liver, pancreas) with the tumor 
mass; and the third group, those in which it was 
definitely stated on the history sheet that metastases 
were left behind and the operation was only a palli- 
ative resection. 

The mortality was highest, about 46 per cent, in 
Group 2. With regard to Group 3 the author states 
that the description of the operation as a “palli- 
ative” resection is subject to criticism as a micro- 
scopic examination was not always made of lymph 
nodes and other suspected tissues left behind, the 
diagnosis often being based upon macroscopic meth- 
ods. The classification was dependent entirely upon 
the operator’s opinion. 

In the Kiel clinic the average duration of life has 
not been lengthened by gastro-enterostomy (140 
cases treated by this operation in the period from 
1910 to 1920). Therefore the palliative resection has 
gained ground, even though in cases belonging to 
Groups 2 and 3 operative interference is still re- 
sorted to with reluctance. While palliative resection 
has an operative mortality equal to that of gastro- 
enterostomy, it considerably prolongs life. 

An important result of the examination of the 
resected specimens was the finding that the clinical 
classification of the cases into the 3 groups is good 
only for the first year of the disease. The problem 
of cure of gastric cancer is therefore not. entirely 
surgical, but also biological. As many metastases 
may heal following the palliative resection, An- 
schuetz also recommends this operation. 

From the statistics collected by the author it 
appears that the metastases left behind which under- 
go healing are those of lymph nodes, omentum, 
mesocolon, and peritoneum. Parenchymatous me- 
tastases seem to be uninfluenced by the palliative 
resection. 

The end-results in Group 3 (palliative resection) 
approach those in Group 1. ‘Therefore even in cases 
of small carcinomata which can be easily resected 
the end-result may prove disappointing while a 
palliative operation may give a comparatively good 
result. On the other hand, in the cases in Group 2 
the end-results have nearly always been better than 
those obtained in the cases in Group 1 which seemed 
at first to have the more favorable prognosis. 

With regard to the length of life after operation, 
the author states that the pre-operative duration of 
the disease and the microscopic picture (Konjetzny) 
are of less importance than the site of the lesion. 
Corpus carcinomata have a more favorable progno- 
sis than carcinomata of the pylorus. This explains 
the better operative results in cases in Group 2, in 
which the former predominate. Of 57 patients 
treated for carcinoma of the pylorus, 5 lived more 
than five years, whereas of 35 treated for carcinoma 
at a distance from the pylorus, 7 lived more than 
five years. 
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In summing up, the author comes to the conclusion 
that not a few resections of gastric carcinoma are 
palliative, but they nevertheless result in an average 
prolongation of life equal to that obtained by ap- 
parently radical operations. However, a truly per- 
manent cure is to be obtained only by complete 
radical removal. HELLNER (Z). 


Cutting, R. A.: The Relation of the Adrenal Gland 
to the Toxzmia of Intestinal Obstruction: An 
Experimental Study. Arch. Surg., 19209, xix, 272. 


There is general agreement among investigators 
that the intestinal contents of animals with intestinal 
obstruction contain a toxin which is not found in the 
contents of normal intestines, presents fairly defi- 
nite physical and chemical properties, and, when in- 
jected intravenously into normal animals, is capable 
of producing the clinical picture of intestinal obstruc- 
tion with ultimate death. This toxin is soluble in 
water and is not destroyed by boiling. It is pre- 
cipitated by five volumes of alcohol and by about 
60 per cent ammonium sulphate. It is not destroyed 
by exposure to pancreatic ferment for several days, 
and it does not pass through a collodion membrane 
when dialyzed against distilled water. 

The author was led to investigate the relation of 
the adrenal glands to the toxemia of intestinal ob- 
struction by the discovery of characteristic changes 
in those glands in animals dying of intestinal ob- 
struction. His experiments were carried out on 
rabbits. Half of the toxin derived from the intesti- 
nal contents and mucosa of an animal with an arti- 
ficial obstruction was injected into rabbits that had 
been subjected to bilateral adrenalectomy and the 
other half into control rabbits. Both groups of ani- 
mals were then kept under observation until death 
or until the effect of the toxin had disappeared. 

The results were conclusive. Both groups of ani- 
mals showed the symptoms of intoxication—weak- 
ness, tremors, dilatation of the pupils, diarrhoea, and 
tenesmus—but the controls invariably showed a 
much more severe reaction than the animals sub- 
jected to adrenalectomy. In the latter the manifes- 
tations were mild. However, the control animals all 
survived indefinitely whereas the adrenalectomized 
animals all died within twelve hours in spite of the 
apparently mild character of their reaction. 

The author concludes that as the adrenals undergo 
degenerative changes in intestinal obstruction, the 
treatment must be instituted early and must be 
aimed at the removal of the toxic products from the 
obstructed intestinal loops before the degenerative 
changes in the cortex of the adrenals have become 
extensive. Antuony F. Sava, M.D. 


Sailer, J., Laws, G. M., and Eiman, J.: Fatal 
Infection of the Intestines with Bacillus 
Aérogenes Capsulatus. Am. J. M. Sc., 1920, 
clxxvili, 309. 

The infection in the case reported was character- 
ized by marked prostration, hypotension, the pas- 

sage of loose stools with a peculiar odor, and a 
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leucocytosis of 23,000 without fever. Autopsy re- 
vealed an acute ulcerative ileocolitis. Bacteriolog- 
ical examination of the area of inflammation dis- 
closed large numbers of gram-positive bacilli with 
blunt ends. The authors attribute the fatal outcome 
to the absorption from the intestines of bacillus 
welchii toxin. M. Herpert Barker, M.D. 


Evans, A.: Developmental Enterogenous Cysts 
and Diverticula. Brit. J. Surg., 1929, xvii, 34. 


The author was led to make a thorough study 
of enterogenous cysts and diverticula by the dis- 
covery of an unusual type of ileocwcal cyst at 
operation on a man twenty-nine years of age who 
had experienced cramp-like pains in the abdomen 
over a period of a week. 

In Evans’ opinion, all cysts with the structure 
of gut which are found in the abdomen, in the thorax, 
or at the umbilicus are derived from the primitive 
intestinal tract and are developmental entero- 
genous cysts. They originate either in the vitello- 
intestinal tract or in the diverticula found in the 
developing entoderm of the embryo, as described 
by Keibel, Lewis, and Thyng. Some of these 
developmental diverticula persist as diverticula 
and increase in size. 

Instances are cited of enterogenous cysts which 
originated in developmental diverticula situated 
in those segments of the primitive intestinal tract 
which later became the crsophagus, stomach, 
duodenum, jejunum, ileum, ileocacal region, vermi- 
form appendix, or sigmoid; also instances of en- 
terogenous cysts which originated in some un- 
obliterated portion of the vitello- intestinal tract. 

The great variety shown in the structure of 
the inner lining of these cysts is in some cases 
accounted for by intracystic pressure, in others 
by inflammatory changes, and in many by an error 
in the differentiation of the lining cells resulting 
in heteromorphosis of the epithelium. 

Evans believes it probable that all epithelial 
misplacements of the intestinal tract, whether 
occurring in enterogenous cysts, in developmental 
diverticula, or as superficial and deep heteromor- 
phoses of the intestinal tract, originated in the 
diverticula which are found in the developing 
entoderm of theembryo. Grorcr A. M.D. 


Hayes, R., and Shaw, A. B.: Intermittent Duodenal 
Stenosis. Radiology, 1929, xiii, 245. 

When the mesentery is short and there is ptosis of 
the small intestine the mesenteric root containing 
the superior mesenteric artery may exert a sufficient 
drag to cause compression of the duodenum over 
which it passes. In the presence of right sided ptosis, 
the colica media which supplies the right colon may 
cause similar compression. 

In cases of intermittent duodenal stenosis there is 
usually a history of gastric disturbances of long dura- 
tion, often since childhood. Periodical so-called 
“bilious attacks” with nausea and vomiting, re- 
sembling typical migraine, are very common and 


most significant. The attacks begin with constipa- 
tion and are frequently accompanied by headache. 
They occur three times as frequently in females as in 
males and are most common between the ages of 
twenty and forty years. They may occur also in 
children. Relief is often obtained from a certain 
posture. This is especially apt to be the case when 
the occlusion is caused by the mesenteric root. The 
condition may be accompanied by a loss of weight 
and strength, mental and physical depression, dis- 
turbance of the heart action, coldness of the ex- 
tremities, a low blood pressure, a subnormal tem- 
perature, and other evidences of duodenal intoxica- 
tion. When such symptoms persist over a long 
period of time the physician may gain the impression 
that he is dealing with a gastric neurosis. 

In all of the authors’ series of forty-eight cases a 
complete examination was made. In the cases of 
adults the Graham dye test of gall-bladder function 
was carried out. Nineteen of the patients were oper- 
ated upon, but no pathological condition other than 
that produced by membranes or mesenteric pressure 
was found. 

The cause of the duodenal intoxication is not defi- 
nitely known, but it is believed that toxic substances 
are produced in the dilated stenosed loop of duode- 
num by proteolytic bacteria. 

The treatment should be undertaken only by one 
who is familiar with the mechanics of the condition 
and has thoroughly studied the X-ray findings. 
Diet is most important as a gain in weight is essen- 
tial to relief of the symptoms. Carbohydrates, eggs, 
milk, fat, and sugars should be forced. Olive oil 
should be given before meals. Bed rest for a period 
of several weeks with the foot of the bed elevated 
about ro in. and the patient lying on his stomach or 
right side for an hour after each meal will quite 
promptly relieve the drag on the jejunum at the 
ligament of Treitz. The use of cathartics is to be 
avoided. When the patient gets out of bed he should 
wear a properly fitting belt. ‘The problem is essen- 
tially a medical one. Duodenojejunostomy should 
be reserved for the more severe cases which are not 
relieved by postural and dietetic treatment. The 
authors’ experience with cacal plication and fixation 
or colopexy has not been encouraging. 

Joun W. Nuzum, M.D. 


Fahr, T.: Niche Formation in the First Part of the 
Duodenum and Its Relation to Duodenal Ulcer 
(Ueber Nischenbildung im Anfangsteil des Duo- 
denums und ihre Bezichungen zum Ulcus duodeni). 
Mitt. a. d. Grenzgeb. d. Med. u. Chir., 1929, xli, 228. 


The position of the duodenal bulb as the transition 
between the stomach and intestine is manifested by 
the characteristics of the wall structure, especially 
the shape of the muscle bundles. These cause niche 
formations on the duodenal side of the pylorus, 
which at times are small and flat and at other times 
are deep like diverticula. ‘To determine their re- 
lationships more exactly, fifty stomachs were 
studied. In half of them there were niches due to 
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cicatrizing or healed ulcers, and in the other half 
simple niches. After exact localization of the af- 
fected part with needles, the stomach was resutured, 
filled with barium, X-rayed in a favorable posi- 
tion, and then opened again and examined micro- 
scopically. 

No noteworthy differences were found between 
the various types of diverticula. Small niches may 
cast shadows exactly like those of ulcers, and quite 
large ulcers may show flat sacculations such as are 
found in the large niches of the duodenal bulb. 

Fahr attributes niche formation to a relationship 
between the morphological characteristics of the 
bulbus duodeni and functional influences arising in 
the muscularis mucosx. ‘The theory that the con- 
dition develops gradually in the sense of pulsion di- 
verticula is supported also by the fact that it is most 
common after the fiftieth year of age. 

The differential diagnosis between acquired and 
congenital diverticula is facilitated by the fact that 
the latter occur more frequently low down in the 
duodenum near the papilla of Vater. Moreover, 
congenital diverticula always have steeply inclined 
sides in contrast to the acquired type which have 
overhanging borders. In those of the acquired type, 
microscopic examination shows a rich development 
of the musculature in the borders. 

Spastic conditions of the muscularis propria do 
not necessarily lead to ulcer formation. In spasm of 
the muscularis mucose, conditions are considerably 
more favorable for ulcer formation because of the 
squeezing of the blood vessels. Druece (Z). 


Buie, L. A., and Swan, T. S.: Benign Tumors of the 
Colon. Surg.Clin. N. Am., 1929, ix, 893. 

The authors review 52 cases of benign colonic 
growths seen at the Mayo Clinic in the period from 
1905 to 1926. The incidence and location of the 
tumors are first considered. The authors believe 
that such neoplasms will be discovered more fre- 
quently as methods of diagnosis are improved. Of 
19,103 patients subjected to proctoscopic examina- 
tion in the period from 1924 to August 15, 1928, 
polyps were found in 455 (2.38 per cent). The 
authors exclude rectal growths from their discussion. 
They point out, however, that benign tumors affect 
the rectum more frequently than the entire remain- 
ing portion of the intestinal tract. 

The tumors reviewed are grouped pathologically 
as follows: 

1. Adenomata. Nineteen of the 52 tumors were 
simple adenomata, the pathological structure of most 
polyps. This group would have been much larger if 
present-day diagnostic measures had been used in 
the years from 1905 to 1922. Many adenomata re- 
main symptomless until they attain sufficient size to 
cause interference with the mechanical function of 
the bowel, when they may cause invagination or 
intussusception with consequent obstruction or until 
their presence is complicated by ulceration, necrosis, 
or strangulation. The authors regard these growths 
as potentially malignant and therefore advocate 
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their early eradication. They point out their fre- 
quent association with other lesions. When the 
tumors are situated high in the rectum or sigmoid 
they make a special search for carcinoma and 
diverticulitis. 

2. Adenofibromata. There were 2 adenofibromata 
in the cases reviewed. These are essentially aden- 
omata with a large fibrous stroma. 

3. Fibromata. One fibroma was observed. The 
authors discuss also 4 others, the only ones re- 
ported in the literature up to March, 1927. 

4. Lipomata. Eight of the tumors in the cases re- 
viewed were true lipomata. Of the 2 which were 
found at autopsy, one is described as lipomatosis of 
the entire colon and rectum and the other as lipo- 
matosis of the mesentery of the sigmoid. In 5 cases 
the tumor had its origin in the submucous coat. In 
all of the latter there was a history of abdominal 
pain; in 4, a history of bleeding; and in 3, a palpable 
mass in the abdomen. 

5. Adenomyomata. Five adenomyomata were 
found. All were in the sigmoid. In no case was the 
tumor secondary to a similar process in the uterus. 

6. Hemangiomata. ‘Two tumors of this type are 
described, one a simple hemangioma, and the other 
a hemangioma of the cavernous type. 

7. Polyposis. Excluding the type of polyposis as- 
sociated with chronic ulcerative colitis and malig- 
nancy, 13 cases of polyposis were found. The cardi- 
nal symptoms—abdominal pain, bleeding, and 
diarrhoea—are discussed. The authors agree with the 
majority of observers that the disease appears most 
frequently in the lower bowel segments. They sug- 
gest that the cause is some form of persistent irri- 
tation setting up a focus hyperplasia of tissue with 
healing on either side and giving rise to a slow 
metamorphosis from the stage of increased promi- 
nence of the folds of the mucous membrane to that 
of true polypoid formation. 

8. Cystic tumors. There were 2 cystic tumors in 
the cases reviewed. The first the authors believe 
was a serous mesenteric cyst of the ascending colon 
and small intestine, and the second a congenital 
ileocacal or mucous cyst. 


Warren, R.: The Complications and Mortality 
of Appendicitis. Lancet, 1929, ccxvii, 10. 


The author reviews American and English 
literature on appendicitis and tabulates his findings 
in 1,072 cases of the condition. 

The chief factors affecting the mortality are 
the period at which the condition developed, 
the patient’s age, and the complications. The 
author is convinced that the period immediately | 
following the war was attended by a definite increase 
in the mortality. He accounts for this by assuming 
that resistance was materially lowered by influenza 
and poor nutrition. ‘The mortality is greatest 
in infancy and old age. It is appreciably increased 
by associated conditions such as myocardial de- 
generation, pulmonary embolism, and other serious 
conditions. The most important direct complica- 
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tions increasing the mortality are peritonitis, in- 
testinal obstruction, and a combination of the two. 
In the author’s 1,072 cases there were 107 with 
direct complications, and of the latter, 44 were 
fatal. Intestinal obstruction may be primary but 
is usually secondary or postoperative. 

As treatment, the author favors operation in 
all cases in all stages. M.D. 


Pope, C. E., and Judd, E. S.: The Arterial Blood 
Supply of the Sigmoid, Rectosigmoid, and 
Rectum. Surg. Clin. N. Am., 1929, ix, 957. 


The region of the rectosigmoid extends from the 
so-called critical point half way down the rectum. 
It is a region peculiar in the type of arteries to the 
wall of the bowel. ‘There are from one to five of these 
arteries. They may originate from the superior 
hemorrhoidal artery above, at, or below its point of 
division at the third sacral segment. They parallel 
the superior hemorrhoidal artery and on entering 
the wall of the bowel have laterally spreading 
branches. 

The so-called critical point is always the point of 
origin of a rectosigmoid artery, the first recto- 
sigmoid artery. 

‘The upper half of the rectum is always supplied by 
the rectosigmoid arteries for the main part of its 
right and left lateral and anterior aspects and part of 
its posterior aspect. 

. The region of the rectosigmoid may be determined 
from its arteries. At the time of operation it may 
be recognized from the constancy in length of the 
inferior mesenteric-superior hamorrhoidal artery 
which bifurcates or trifurcates at approximately its 
median zone. 

The lower part of the bowel has a much more 
adequate blood supply than has been realized. In 
the intact bowel there is a dependency of circulation 
that may occur from below up as well as from above 
down, there being a considerable intimacy of anasto- 
mosis between the systemic and splanchnic systems 
of vessels. It was found that instead of a single 
middle hemorrhoidal artery on either side there are 
always three and sometimes five on either side. 
These originate from the anterior branch of the 
hypogastric artery and the internal pudic artery in 
its downward course, and supply the lower part of 
the rectum. There may be also from two to four in- 
ferior hemorrhoidal arteries from the internal pudic 
artery on either side. It was found also that in the 
lower half of the rectum a fine system of retrorectal 
vessels connect the middle sacral and lateral sacral 
arteries with the gluteal arteries and the hemorrhoid- 
al arteries. Some of the gluteal branches assume a 
size suflicient to warrant the application to them of 
the term ‘‘middle hemorrhoidal arteries” and act 
like such arteries. 

The more important surgical indications gained 
from this study seem at the present time to be: (1) 
wide resection of the lower part of the colon and 
rectum to include the region of the rectosigmoid, (2) 
definition of the rectosigmoid and its identification 


by knowledge of its arterial blood supply, (3) pres- 
ervation of as much as possible of the pelvic meso- 
colon pattern, and (4) high ligation of the inferior 
mesenteric artery. The finding demonstrates the 
safety of leaving a low-lying rectal stump for ana- 
stomosis or other purpose because of the depend- 
ency of circulation from below upward, and they 
show that the size of the mesocolon is not indi- 
cative of the arterial pattern. 


Douglas, J.: Endometriosis of the Sigmoid— 
Intestinal Obstruction. Azn. Surg., 1929, XC, 309. 


Douglas reports a case of tumor of the sigmoid 
with symptoms of obstruction. No blood was 
found in the stools. A first-stage Mikulicz operation 
was done with resection of the growth and 12 in. of 
the intestine. The tumor was situated on the mesen- 
teric side of the sigmoid. There was no ulceration 
of the mucosa. Six days after the removal of the 
neoplasm a clamp was applied to the spur. The 
colostomy was closed three weeks later. Microscopic 
examination showed the tumor to be made up 
of endometrial tissue. The findings suggest that it 
had its origin in an embryonic rest. 

W. N. Row ey, M.D. 


Lockhart-Mummery, J. P., Harris, H. A., Naunton 
Morgan, C. I., and Others: Discussion on 
Fistula-in-Ano. Proc. Roy. Soc. Med., Lond., 
1929, Xxii, 1331. 

LockHART-MumMe_Ry stated that operations for 
fistula-in-ano were mentioned in the very earliest 
records of surgical literature and that among the 
instruments unearthed at Pompeii there were several 
for the performance of such operations. 

The records of St. Mark’s Hospital, London, show 
a steady decrease in the number of cases of anal 
fistula since 1909. The primary cause of the con- 
dition is an abscess in the tissues surrounding the 
rectum which bursts into the rectum, externally, or 
in both directions. Such an abscess may be due to a 
congenital cyst, a foreign body, a fissure, an ulcer, 
suppuration of the glands, or tuberculosis. 

The treatment of anal fistula is surgical. While the 
condition is generally regarded as difficult to cure, the 
principles of treatment are now well established. 
The purpose of operation is the establishment of free 
drainage to all parts of the tract. Adequate drainage 
is essential during the entire period of healing. In 
cases of large fistula and deep tracts it is not always 
possible to establish free drainage to all parts of the 
tract without risk of causing incontinence. It is 
better to perform a second operation to re-establish 
drainage than to produce incontinence. All of the 
tracts should be incised and laid freely open. In 
cases of multiple fistula complicated by many side 
tracts which are difficult to reach, it is best to operate 
in two stages, dividing and draining all of the side 
tracts first and then dividing the main tract or re- 
versing this procedure. If the operation is planned 
along these lines there will be little danger of causing 
incontinence. 
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The belief that the main tract always lies deep to 
the external sphincter and that its division will in- 
volve cutting of the muscles is erroneous. In only 
about one-third of the cases is this true. The ex- 
ternal sphincter should never be completely cut 
across at the primary operation. The advantage of 
postponing the division of the muscle for two weeks 
is that, by the end of that time, the muscle will be 
firmly held in the surrounding fibre ~~ tissue and the 
ends will not retract when the musc.e is divided. As 
the external sphincter is attached both behind and 
in front, division of the muscle at these sites is not 
as dangerous as lateral division. ‘The internal sphinc- 
ter is of no importance in the continence of the anal 
opening. 

In cases of tuberculous fistula, treatment must be 
along conservative lines. It is useless to expect heal- 
ing in the presence of active tuberculosis. ‘The case 
should be treated as one of tuberculosis, not one of 
fistula. Local treatment should be entirely sub- 
ordinate to general treatment. When the patient 
has acquired good general resistance, the fistula can 
be treated in the usual way. Complete excision of all 
diseased tissues should be done whenever it is possible, 
in order to avoid the risk of relighting the infection. 
Probably more reputations have been damaged by 
the unsuccessful treatment of cases of fistula 
than by excision of the rectum or gastro-enteros- 
tomy. 

Harris described some of the processes involved 
in the normal development of the embryo. He sug- 
gested that the parent tube, such as the oesophagus, 
duodenum, or rectum, is endowed with two poten- 
tialities, the one a result of the compensatory 
epithelial proliferation leading to occlusion and sub- 
sequent intra-epithelial cyst formation, and the 
other the result of a comparative poverty in the 
development of the muscle layer leading to subse- 
quent diverticulosis. In the case of the rectum, the 
embryological processes throw considerable light 
on the genesis of certain cases of fistula-in-ano. 

NAUNTON MorGAN reviewed 100 cases of in- 
fection around the rectum and anus which were 
treated at St. Mark’s Hospital. He stated that 46 
per cent of fistula pass radially into the bowel. 
Fistula is most common after the thirtieth year of 
age. About 56 per cent of ischiorectal abscesses 
communicate with the bowel and are or will become 
complete fistula. If the original abscesses are treated 
thoroughly, only 14.2 per cent recur as fistule. 
Fifty-one per cent of fistulous tracts are superficial 
to the external sphincter and about 33 per cent pass 
deep to the external sphincter. Fifteen per cent 
pass through the external sphincter. A tuberculous 
fistula will heal rapidly and well if the patient’s 
general condition is good and there are no signs of 
active pulmonary disease. Primary suture was done 
in only 3 of the cases reviewed and in 2 it broke down. 
Foreign bodies were present in about 4 per cent of 
the cases. In 8 per cent, there were hemorrhoids. A 
fissure was present in 7 per cent and inflammation of 
a crypt in ro per cent. Joun W. Nuzum, M.D. 
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LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Michelsohn, H.: A Report on 712 Gall-Stone 
Operations, with Special Reference to the End- 
Results (Bericht ueber 712 Gallensteinoperationen 
mit besonderer Beruecksichtigung der Dauer- 
resultate). Deutsche Ztschr. f. Chir., 1929, ccxiv, 150. 


In the clinic at Kiel, in the period from 1913 to 
1925, 712 patients were operated upon for disease of 
the biliary passages and its sequel (exclusive of 
those operated upon for recurrence and for malignant 
tumors of the bile ducts). ‘The operations were as 
follows: 422 cholecystectomies, with a mortality of 
3.3 per cent; 258 cholecystectomies with drainage of 
the common and hepatic ducts by means of a ‘T’-drain 
after the method of Kehr, with a mortality of 11 per 
cent; 20 cholecystostomies, with a mortality of 30 
per cent; 3 lancings of an abscess, with 1 death; and 
9 rarer operations, with 4 deaths. More than half of 
the patients came to operation after the fortieth year 
of age. By far the greater number were females. 

Immediate operation was not performed routinely 
in cases of gall-stone attacks. If possible, surgical 
intervention was delayed until the acute symptoms 
had subsided under conservative therapy (bed-rest, 
the application of an ice bag, regulation of the diet, 
and treatment with atropin and magnesium sul- 
phate). On the other hand, when signs of peritoneal 
irritation appeared and the patient’s condition be- 
came worse, with an increase in the icterus, operation 
was done as soon as possible. 

Absolute indications for operation are presented 
by signs of severe inflammation of the gall bladder 
with involvement of the peritoneum, by empyema, 
by hydrops, and by chronic, recurrent cholelithiasis. 
In cases of acute occlusion of the common duct with- 
out fever, operation should be performed after two 
or three weeks if by that time the jaundice has not 
receded (operative mortality in early cases, 6.6 per 
cent; in late cases, 36 per cent). In cases with symp- 
toms of cholangeitis, operation should be done as 
soon as possible (operative mortality in early cases, 
23.7 per cent; in advanced cases, 50 per cent). 

Of the 712 patients operated upon at the Kiel 
clinic, 7.1 per cent died immediately following the 
operation—7 after an interval operation and 44 
after an operation performed during an acute attack. 
The 44 cases in which death followed an operation 
performed during an acute attack are reviewed in 
detail. The 7 deaths resulting from an interval oper- 
ation were due to operative mishaps. 

In 5 of the 16 cases in which an operation was per- 
formed for recurrence the first operation was a chole- 
cystostomy. In 3 of these 5, the second operation 
was necessitated by a persistent biliary fistula; in 1, 
stones were removed from the gall bladder and he- 
patic duct; and in 1, the second operation was a chole- 
cystectomy. Of the remaining cases of re- operation, 
the secondary intervention was necessitated in 3 by 
a stone in the common bile duct which had not been 
removed in the previous operation; in 1, by an 
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encrusted linen suture in the common duct; in 1, by 
adhesions; in 1, by liver abscess; and in 4, by stric- 
ture of the common duct. In 1 case nothing abnor- 
mal was found at re-operation (spasm?). 

Of the 712 patients, 53.3 per cent were followed up. 
Sixty-nine and six-tenths per cent were entirely free 
from symptoms and 24.8 per cent complained only of 
transitory pain in the epigastrium or mild drawing 
pains in the operative scar. Accordingly, 94.2 per 
cent are to be considered able-bodied. In 5.8 per cent 
the results were unsatisfactory. 

No relationship could be determined between the 
end-result and the patient’s age at the time of the 
operation or the duration of the disease. However, 
when the cases were studied from the anatomico- 
pathological standpoint it was found that in cases of 
stone in the common duct or dilatation of the com- 
mon duct poor results were nearly twice as numerous 
as in cases without involvement of the common duct. 
Of the 22 cases of poor results, the residual symptoms 
were ascribed in 5 to chronic pancreatitis, in 5 to 
adhesions, and in 1 to cholangeitis. In 6 cases (opera- 
tion and convalescence uneventful), colicky pain re- 
curred with its pre-operative severity, but the cause 
could not be determined. 

The author discusses the etiology, prophylaxis, 
and treatment of recurrences. He states that recur- 
rence of symptoms may be caused by true recurrence 
of stones, but no unquestionable case in which this 
occurred has been observed. On the other hand, in 
5 cases the recurrence of symptoms was found to be 
due to stones left behind at operation. Stones are 
especially apt to be missed when the bile passages are 
filled with fine gravel or sand. ‘To facilitate the 
escape of missed stones from the deep bile passages, 
Hofmeister has recommended probing through the 
papilla of Vater with metal bougies. Besides this 
dilatation of the papilia of Vater, use is made of the 
T drain. This drain is clamped off from four to eight 
days after the operation and removed twenty-four 
hours later. 

Adhesions may also cause symptoms suggesting 
recurrence. Cholangeitis may produce symptoms 
which can scarcely be differentiated from those of 
gall-stone attacks. In such cases good results may be 
obtained from the introduction of from 20 to 40 c.cm. 
of magnesium sulphate into the duodenum through 
the duodenal tube. Scars and strictures of the com- 
mon duct may lead to recurrence, and chronic pan- 
creatitis may run its course with the picture of gall- 
stone attacks. There are also cases in which recur- 
rence of the pain must be ascribed to spastic phenom- 
ena in the biliary system. For these, atropin and 
magnesium-sulphate are recommended. Such cases 
should not be treated surgically. Korr (Z). 


Chamberlain, D.: Cholecystectomy. Surg., Gynec. & 
Obst., 1929, xlix, 181. 
Rowlands, R. P.: Choledochotomy. Surg., Gynec. & 
Obst., 1929, xlix, 186. 
Chamberlain states that in cholelithiasis medical 
treatment can do no more than keep the patient 


comfortable. An infected gall bladder left in situ is 
a menace to the general health and may give rise to 
fatal complications. Chamberlain believes that car- 
cinoma of the gall bladder never occurs in the ab- 
sence of irritation due to gall stones. He attributes 
a large part of the mortality of cholecystectomy to 
prolonged medical treatment during which liver 
damage results from the continuous absorption of 
toxins or back-pressure from a stone impacted in the 
common bile duct. The mortality is the mortality 
of delay. 

Both Chamberlain and Rowlands emphasize the 
importance in biliary surgery of the recognition of 
variations and anomalies of the duct and arterial 
systems. They prepare the patient for operation by 
a few days of hospital rest, blood tests, the removal 
of foci of infection, and the free administration of 
water and glucose. At operation, both authors ele- 
vate the costal margin for better exposure of the 
liver and use the right paramedian incision. Cham- 
berlain regards it as rarely necessary to open the 
common duct for exploration, but Rowlands advises 
incision and probing in most cases. It is agreed that 
the abdomen should be thoroughly explored and the 
appendix routinely removed. If stones are palpated 
within the common duct, it is best to milk them into 
a readily accessible area before an incision is made. 
‘The hepatic ducts and the ampulla of Vater should 
be probed. Rowlands advises dilatation of the latter 
for better drainage. Both authors recommend that 
gauze be passed into the duct to wipe out any small 
fragments of calculi. Drainage should be established 
by two tubes, one leading from the hepatic ducts and 
the other from the lower end of the common duct. 
These tubes should be sutured to the edge of the 
duct wound and also to the skin of the abdominal 
wall and left in place for fourteen days or longer. 
Morrison’s pouch should also be drained, preferably 
through a stab wound. Supraduodenal choledochot- 
omy is preferable to retroduodenal or transduodenal 
choledochotomy. 

In removing the gall bladder, Chamberlain uses 
blunt dissection of the ducts. He ties the cystic duct 
2mm. from its juncture with the hepatic or common 
duct and brings the ends of the ligatures out through 
the abdominal wall. He carbolizes the stump of the 
cystic duct and ligates the cystic duct separately. 

With regard to the after-treatment, both authors 
advise a moderate Fowler position and the adminis- 
tration of glucose by rectum. Chamberlain some- 
times administers glucose through the tube that leads 
through the common duct into the duodenum, In 
Rowlands’ cases, water is given freely by mouth 
from the beginning and the diet is rapidly increased 
so that a full diet is generally given in small meals 
on the fourth day. 

Rowlands calls attention to the fact that unless 
care is taken in placing the drainage tubes, extrava- 
sation of bile may occur into the greater or lesser 
peritoneal cavity. Recurrence of colic may be due 
to spasm of the duct around the tube or the presence 
of a blood clot, stone, or débris in the lumen of the 


du 
to 
ma 
va 
ext 
Me 
mc 
ful 
im 
th 
op 
re 
ca 
th 
ca 
de 
hi 
di 
n 
b: 
al 
b 
W 
tl 
d 
t 
u 
E 
I 


SURGERY OF THE ABDOMEN 


duct. Remittent or intermittent fever is usually due 
to cholangeitis. Anorexia, sleepiness, or even coma 
may develop because of cholemia. The mortality 
varies from 2 to 6 per cent and depends upon the 
extent, severity, and duration of the infection. 
STANLEY H. MENtTzeErR, M.D. 


McClure, R. D.: The Postoperative Complications 
of Cholecystectomy. Ann. Surg., 1929, xc, 253. 


The author believes that the incidence of pneu- 
monia as a postoperative complication can be 
further reduced by sufficient dental prophylaxis 
immediately before the operation and by sending 
the patients to the hospital a day or two before 
operation to preclude’ the development of acute 
respiratory infection. 

The number of deaths from myocardial disease 
can be further reduced by closer coéperation with 
the clinician. In the case of a patient with myo- 
carditis or other heart lesion, operation should be 
delayed until the clinician states that the patient 
has been brought to the optimal condition for it. 

The incidence of thrombosis and embolism is more 
difficult to reduce as the cause of these conditions is 
not clear. Postoperative exercises as recommended 
by Pool and thyroid medication as recommended 
by Walters may be of value. The injection of an 
anticoagulant at the time of operation may be the 
best solution of the problem. 

The author reports four deaths which occurred 
when a second incision was made for removal of 
the gall bladder when the primary intervention was 
done in the lower part of the abdomen. He states 
that the practice of performing a second operation 
under the same anesthesia increases the mortality 
rate. Howarp A. McKnicut, M.D. 


Beaver, M. G.: Variations in the Extrahepatic 
Biliary Tract. Arch. Surg., 1929, xix, 321. 


The normal angular mode of juncture of the cystic 
duct with the hepatic duct, as described in text- 
books of anatomy, was found in only 58 per cent 
of the cases studied by the author. 

The long and short parallel types of cystic duct 
occur in more than a third of the cases and, as is 
shown by the literature, is perhaps the most common 
cause of accidents in biliary surgery. In such cases 
there is a marked increase in the length of the cystic 
duct with a corresponding decrease in that of the 
common bile duct. The cystic duct and the hepatic 
duct are so intimately bound together by fibrous 
tissue that they are absolutely inseparable and ap- 
pear as a single duct. Any rough manipulation 
may tear the thin septum between them. ‘The large 
portion of a cystic duct of this type which remains 
following cholecystectomy may dilate and form a 
new gall bladder, probably with recurrence of symp- 
toms. The cystic duct does not contain valves of 
Heister in the portion which lies parallel with the 
hepatic duct. The short parallel type occurred in 
26.3 per cent of the cases studied by the author and 
the long parallel type in 7 per cent. 
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The anterior and posterior spiral varieties were 
found in 12 per cent. The length in the anterior 
spiral variety conforms closely to the normal. In 
the posterior spiral variety the cystic duct is mark- 
edly lengthened and the hepatic and common ducts 
remain about normal. It has been stated that strong 
traction on the gall bladder is much more likely to 
tear off a spiral cystic duct than a duct with a 
normal arrangement. 

Accessory hepatic ducts occurred in five (8.7 per 
cent) of the cases studied. Four of these were 
accessory right hepatic ducts, three of which were 
also accessory to the cystic duct. In one case there 
was an accessory left hepatic duct. In length and 
diameter the accessory ducts corresponded closely 
to the normal cystic duct. 


De Takats, G., and Wilder, R. M.: Isolation of the 
Tail of the Pancreas in a Diabetic Child. J. Am. 
M. Ass., 1929, xciii, 600. 


Experimental work on dogs has shown that after 
separation of the tail from the body of the pancreas 
the islet tissue in the tail persists, hypertrophies, and 
functions and the tolerance for sugar is increased. 
Increased sugar tolerance has been noted also after 
ligation of the body of the pancreas, and hyper- 
trophy of the islets has been found after obliteration 
of the duct. In man, hypertrophy of the islets has 
been found at autopsy in a case in which the pan- 
creatic duct was compressed by a carcinoma, and 
hyperinsulism has been demonstrated in a patient 
with carcinoma arising from the islet tissue. 

These observations suggested to the authors that 
hypertrophy of the islets and increased function 
might be brought about in a patient with diabetes by 
obliterating the pancreatic ducts. The treatment in 
the case reported was based on that theory. 

The patient was a boy thirteen years of age who 
had severe diabetes for more than seven years. His 
sugar tolerance had shown no signs of spontaneous 
improvement, and in spite of a rigid diet and the 
administration of 40 units or more of insulin daily, 
the disease had remained stationary. 

At operation, the pancreas was found to be of nor- 
mal consistency, but the tail seemed very short. ‘The 
pancreas was divided with the electrocautery as 
close to the midline as possible. The isolated tail 
was only about 3 cm. long. The circulation of the 
tail seemed well preserved. ‘The severed portion was 
wrapped in omentum and the abdomen closed with- 
out drainage. 

The patient stood the operation well, but it was 
difficult to adjust his insulin requirement as small 
doses produced hypoglycamia. On the eighth post- 
operative day he began to complain of intermittent 
colic. One of the attacks caused him to roll about in 
extreme agony and was associated with definite 
rectus rigidity and vomiting. At this time the leu- 
cocytes numbered 20,000. When the previous in- 
cision was re-opened, a hard mass the size of an 
orange was found behind the stomach. When this 
was opened, about 30 c.cm. of a greenish-yellow 
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fluid was evacuated, There was no fat necrosis. A 
cigarette drain and three gauze strips were placed 
behind the stomach and led out through the ab- 
dominal wall. The fluid proved to be pancreatic 
juice. It was inactive, but could be activated with 
succus entericus. ‘The patient remained fairly well 
for four weeks after this operation, but then devel- 
oped a vague mass at the left costal margin. The 
mass was freely movable and was not tender. At a 
second exploration made through the old incision, 
the mass was found to be the transverse colon above 
the splenic flexure and an abscess was discovered in 
this locality. The abscess had evidently drawn up 
and angulated the splenic flexure. The tail of the 
pancreas seemed to be intact. The abscess was 
drained. Two weeks later the patient returned to 
his home. 

Four months after the operation an increase in 
the sugar tolerance was apparent. The authors be- 
lieve that the results are encouraging and might 
have been even more satisfactory if more of the 
gland could have been isolated. 

SraNnLtey H. Mentzer, M.D. 


Ney, H.: Disturbances of Carbohydrate Metabolism 
and Diabetes Mellitus After Diseases of the 
Pancreas (Ueber das Auftreten von Stoerungen im 
Kolehydratabbau und von Diabetes mellitus nach 
Erkrankungen des Pankreas). Arch. klin. Chir., 
1929, xliv, 378. 

The author considers the fate of patients who have 
survived an acute pancreatic disease, particularly 
with regard to the development of diabetes mellitus. 
He reviews cases reported in the literature in which 
diabetes occurred years after the pancreatic disease, 
others in which it developed soon after the pan- 
creatic condition, and a third group in which the 
symptoms of the acute pancreatic disease were 
masked by diabetic coma and were recognized only 
after the coma had been overcome by insulin treat- 
ment. 

Systematic investigation of the occurrence of 
diabetes after acute pancreatic disease were first 
made by Siebening of Schmieden’s clinic. During 
the first year after operation all of the seventeen 
cases studied showed a disturbance of carbohydrate 
fixation which was followed by a gradual return of 
the blood-sugar curve to normal. In no case was 
permanent injury of the insular apparatus to be 
found, but in Siebening’s opinion late injury may re- 
sult eventually from sclerosis of the organ. 

The author was able to re-examine thirteen 
patients who were operated upon for pancreatic 
disease at the Urban Hospital. In the cases of eight, 
the operation had been done more than five years 
previously. Bernhard’s method and the tolerance 
test with dextrose were used in the examinations. 
In eight of the thirteen cases there was a dis- 
turbance of carbohydrate metabolism, and in five 
a true pancreatic diabetes. ‘Three showed only a 
slight disturbance of carbohydrate assimilation, and 
one, a renal diabetes. The length of time between 


the operation and the development of the diabetes 
varied from three months to twenty-two years. In 
the three mild cases, operation had been done more 
than six months previously and apparently resulted 
in insufficiency of the gland. 

Ney’s observations lead to the conclusion that the 
development of diabetes depends upon: (1) the 
extent of the process in the pancreas, (2) the local- 
ization of the disturbing foci, and (3) the destruction 
and injury of the acinous portion of the pancreas 
from which the regeneration of the islands occurs. 
As yet it has not been determined what causes the 
development of late diabetes or why there is such an 
interval between the acute pancreatic condition and 
the diabetes. Apparently two processes are con- 
cerned: the acute inflammation of the organ affecting 
a considerable part of the gland, and increasing age 
of the gland leading to atrophy and sclerosis of the 
tissue. JANSSEN (Z). 


Walker, I. J.: Carcinoma of the Head of the Pan- 
creas. N. England J. Med., 1929, cci, 291. 


The author presents a study of 15 cases of car- 
cinoma of the pancreas. The diagnosis was made 
clinically and checked by laparotomy. Because of 
the danger of haemorrhage or pacreatic fistula, biopsy 
was not done. In 3 cases metastatic nodes were re- 
moved. 

In 4 cases in which a preliminary diagnosis of 
carcinoma was made the condition was found to 
be, respectively, chronic pancreatitis due to a stone 
in the common duct, hemochromatosis, cirrhosis of 
the liver, and carcinoma of the gall bladder. Car- 
cinoma of the pancreas was found in 27 of 6,900 
autopsies. Metastases usually occur late. In none 
of the cases reviewed were gall stones or pancreatic 
calculi discovered, but the association of chronic 
pancreatitis with carcinoma suggests a possible 
etiological relationship between these conditions. 

The average age of the patients was fifty-eight 
years. Nine of the patients were males. Most of 
them were obese. Jaundice was present in all, the 
icterus index varying from 18 to 60. All of the pa- 
tients complained of digestive disturbances with 
belching, epigastric fullness, and occasionally inter- 
mittent vomiting. Ten complained of pain. As a 
rule the pain was described as a dull intermittent 
ache. ‘This discomfort was probably due to the 
pressure of the tumor mass on the ceeliac plexus. 
The average loss of weight was 18 lb. In 13 cases the 
stools were clay colored. The van den Berg test was 
biphasic in every instance. There was no ascites and 
no enlargement of the liver. In 7 cases a tumor mass 
was palpable. The coagulation time was fifteen 
minutes. An intravenous injection of calcium chlor- 
ide was given once daily for 3 days. 

In all 15 cases cholecystogastrostomy by the 
suture method was done and the liver area was 
drained through a stab wound. In 2 cases post- 
operative bleeding occurred, in one undoubtedly 
from the stoma and in the other from the abdominal 
wall. There were no deaths in the hospital. After 
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SURGERY OF THE ABDOMEN 


the operation 10 patients gained from 5 to 16 lb. in 
two and one-half months. Pruritus and jaundice 
disappeared in every instance. 

Nine patients died. The average duration of life 
from the onset of the disease was one year and two 
months. STANLEY H. Mentzer, M.D. 


Thursfield, H., Walton, A. J., Hurst, A. F., Weber, 
F. P., and Others: Discussion on the Indica- 
tion for and the Results of Splenectomy. Proc. 
Roy. Soc. Med., Lond., 1929, xxii, 1493. 


THURSFIELD reviewed what is known concerning 
the physiology of the spleen. The spleen is a blood 
reservoir contracting and dilating with the demands 
of the abdominal viscera, and is enlarged in nearly 
all acute infections. It is usually not the only splenic 
tissue in the abdominal cavity, there being, in addi- 
tion, spleniculi elsewhere or splenic tissue in the 
omentum. Removal of the spleen experimentally or 
for trauma or cystic disease results in no permanent 
change except a decrease in the fragility of the red 
blood corpuscles. There are three clinical conditions 
in which splenectomy is routine practice. These are 
splenic anemia, acholuric jaundice, and the chronic 
type of recurrent purpura. While many other condi- 
tions have been treated by splenectomy, the results 
in these have not been uniform or successful enough 
to warrant the operation as a routine procedure. 

WALTON presented a classification of the injuries 
and lesions of the spleen. Rupture of the spleen, 
either traumatic or spontaneous, is an indication for 
immediate splenectomy, as is also torsion of the 
spleen on its pedicle. Local lesions of the spleen 
such as cysts and tumors, when sufficient to cause 
symptoms, are best treated by removal of the organ. 
The cysts are of two types, the true and the false. 
The true variety include angiectatic, neoplastic, 
dermoid, and parasitic cysts. The false variety are 
the traumatic, inflammatory, and degenerative 
cysts. Tumors of the spleen may arise from any of 
the component tissues of the organ. They include 
fibromata, fibrosarcomata, lymphomata, lympho- 
sarcomata, angiomata, and endotheliomata. Acute 
inflammatory lesions of the spleen contra-indicate 
splenectomy. In protozoal and tuberculous infec- 
tions in which the splenic focus is the main nidus of 
the disease, removal of the spleen may be beneficial. 
In Hodgkins’ disease involving the spleen the condi- 
tion is not sufficiently localized to that organ to 
warrant splenectomy and experience has shown that 
the operation is of little value. In splenic anemia 
and early Banti’s disease, splenectomy has been 
beneficial. On account of the improvement in the 
latter condition, it was thought that other condi- 
tions with cirrhosis of the liver might be favorably 
influenced by the operation, but this has not been 
the case. 

General blood diseases are the most interesting 
group in which splenectomy has been tried. In 
aplastic anemia, the formation of blood corpuscles 
is apparently defective and destruction of imperfect 
forms occurs in the spleen. It was thought that early 
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removal of the organ before the bone marrow be- 
came completely aplastic would be of value, but in 
all of the three cases cited death occurred soon after 
the operation. Pernicious anemia should be treated. 
by dietary measures; removal of the spleen is no 
longer practiced in this disease. In acholuric and 
hemolytic jaundice, improvement is noted after 
removal of the spleen and the increased fragility of 
the red cells disappears. Purpura hemorrhagica is 
characterized by a low platelet count, prolonged 
bleeding time, failure of the blood clot to retract, a 
normal clotting time, the appearance of petechie 
below a tourniquet, and hemorrhages beneath the 
skin and from the mucous membranes. While many 
forms of purpura are not relieved by removal of the 
spleen, in the chronic relapsing form, which is usually 
hemorrhagic, splenectomy results in cure. Leu- 
kemias are regarded as a malignant overgrowth of 
the leucocyte-forming cells which escape into the 
peripheral blood stream. Splenectomy therefore 
cannot be of much value. 

Hurst stated that since all purpuras are hemor- 
rhagic, the name “purpura hemorrhagica”’ is not 
sufficiently descriptive. He suggests the name used 
by Tidy—“ hemorrhagic diathesis.”” He has had two 
cases of splenic anemia with advanced cirrhosis of 
the liver in which a complete symptomatic recovery 
followed splenectomy. He believes that polycythe- 
mia is an indication for splenectomy when the spleen 
is enlarged, and cites a case from the Mayo Clinic in 
which marked improvement occurred after the 
operation. 

WEBER reported the occurrence of acholuric 
jaundice in four generations. One subject was 
seventy-six years of age. As all of the subjects en- 
joyed good health, it is evident that splenectomy is 
not always necessary in this condition. 

GorDON emphasized that purpura may not be a 
sign of purpura hemorrhagica. Hence in all cases of 
spontaneous bleeding, the number of platelets 
should be determined and splenectomy should be 
performed if it is found deficient. 

KELLy, Manson-BAur, and WARING called at- 
tention to the fact that cholecystectomy has often 
been performed in cases of splenic anemia. In kala- 
azar, in which the spleen is enlarged, splenectomy 
has not been attempted. 

MANUvEL E. Licurenstern, M.D. 


Escudero, P., and Varela, M. E.: The Condition of 
the Bone Marrow in Hemolytic Icterus Before 
and After Splenectomy (Estado de la medula 
osea en la ictericia hemolitica antes y después de la 
esplenectomia). Rev. med. Lat.-Am., 1929, xiv, 1011. 


In the cases of three patients with hemolytic icterus 
the upper third of the tibia was trephined and the 
bone marrow examined. The bone marrow was 
active in the diaphysis of the tibia although the pa- 
tients were adults. The erythropoietic reaction was 
of the orthoplastic type. In the case of one patient 
a second biopsy was performed four months after 
splenectomy and the results of the two biopsies were 
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compared. It was found that the bone marrow 
returned to a condition of functional inactivity after 
the splenectomy. 

The authors conclude that in hemolytic icterus 
the erythropoietic reaction of the marrow of the 
long bones is secondary to increased destruction of 
erythrocytes by the spleen. 

Auprey G. Morcan, M.D. 


MISCELLANEOUS 


Pendergrass, E. P., and Kirk, E.: The Significance 
of Gas under the Right Dome of the Diaphragm. 
Am. J. Roentgenol., 1929, xxii, 238. 


The authors report two cases of hepatoptosis and 
two cases of ruptured viscus in which the roentgeno- 
gram disclosed the presence of gas under the right 
dome of the diaphragm. He then discusses the 
differential diagnosis of conditions in which gas is 
found in this region. ‘These include transposition of 
the viscera, subphrenic abscess, and the presence of 
free gas after operation. Morris H. Kaun, M.D. 


Carnett, J. B.: Neuralgia of the Intercostal and 
First Lumbar Nerves. Pennsylvania M.J., 1929, 
xxxii, 876. 

Abdominal pain and tenderness are located in 
more than 50 per cent of cases in the anterior ab- 
dominal wall and are entirely independent of intra- 
abdominal lesions. In parietal neuralgia the chief 
symptoms are pain and tenderness. Very excep- 
tionally, muscular rigidity is present. The pain may 
occur in any part of the abdomen, its site depending 
upon the nerve or nerves involved. It is far more 
frequent on the right side than the left side, but in 
many instances it is bilateral. It may be continuous 
or intermittent. It varies greatly in severity in dif- 
ferent persons and in the same person at different 
times. 

The nerve supply of the anterior abdominal wall 
is derived entirely from the six lower intercostal and 
first lumbar nerves. Irritative and inflammatory 
lesions of these nerves are very common, but are 
usually not considered in the diagnosis of abdominal 
pain and tenderness. 

Acute attacks of intercostal neuralgia are usually 
due to acute toxemia which commonly arises from 
infection of the upper respiratory tract. Tumors 
and other lesions of the spinal cord are seldom re- 


sponsible for neuralgia. Neuralgia due to such 
causes is more apt to be chronic than acute. Herpes 
zoster may produce acute parietal neuralgia. 
Trauma, especially fractures of a vertebral body or 
process or of a rib, may cause direct bony irritation 
of an intercostal nerve. Falls on the buttocks with 
jarring of the spine may result in widespread 
neuralgia. 

In its chronic form, intercostal neuralgia indicates 
a vertebral lesion more frequently than any other 
condition. Before the thirty-fifth year of age the 
most common vertebral causes of intercostal neu- 
ralgia are scoliosis and excessive lumbar lordosis. 
After the thirty-fifth year the most common spinal 
cause of such neuralgia is arthritis. Intercostal 
neuralgia may be produced by any form of spinal 
arthritis, but occurs most frequently in hypertrophic 
form. Hypertrophic osteo-arthritis of the spine is 
the most common cause of the neuralgia in the upper 
abdomen which simulates gall-bladder disease. The 
nerve lesion of spinal arthritis can probably be as- 
cribed to an inflammatory exudate pressing on the 
spinal nerves or their roots in the intervertebral 
canal or in the epidural space of the spinal canal. 
Syphilis is not a common cause of intercostal neu- 
ralgia. 

In intercostal neuralgia the tenderness is far more 
widespread than the spontaneous pain. For the 
detection of parietal neuralgia, palpation should be 
done while the patient holds his abdominal muscles 
as tense as possible. Any tenderness thus disclosed 
must necessarily be parietal because the tensed 
muscles prevent the elicitation of intra-abdominal 
tenderness by the examiner’s fingers. The best 
muscular tension is obtained by having the patient 
forcibly depress the diaphragm, thereby ballooning 
out the abdominal muscles to their maximal con- 
vexity. 

Tenderness on palpation that is present over re- 
laxed muscles and completely absent over tensed 
muscles is within the abdomen and due to a visceral 
lesion. Tenderness found both over relaxed and 
tensed muscles is located in the anterior parietes 
and is due almost invariably to intercostal neuralgia. 

The treatment of the syndrome of intercostal neu- 
ralgia is dependent upon the underlying cause. 

Recognition of the frequent occurrence of inter- 
costal neuralgia and proper diagnosis will prevent 
many futile laparotomies. SAMUEL Kaun, M.D. 
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UTERUS 


Cotte, G.: Remote Results of the Schauta-Wert- 
heim-Kjelland Operation in the Treatment of 
Genital Prolapse (Résultats éloignés de l’opération 
de Schauta-Wertheim-Kjelland dans le traitement 
des prolapsus génitaux). Gynec. et obst., 1929, xix, 
337- 


Schauta’s operation cannot be used in all cases 
of prolapse. From an anatomical point of view, in- 
terposition is only a measure additional to colpo- 
perineorrhaphy to correct certain cystoceles. In 
uncomplicated cystocele with the uterus fixed in 
good position and the sliding of the posterior vaginal 
wall reduced, a good anterior colporrhaphy with re- 
construction of the perineal spur may suffice. If the 
uterus is in the horizontal position or if it is retro- 
verted, Cotte usually completes the operation by a 
ligament fixation according to the Doléris-Pellanda 
procedure. By this method he has obtained excellent 
results. In the cases of young women capable of 
pregnancy it is evidently the operation of choice. 

In Cotte’s opinion, interposition is not to be used 
in prolapse of the third degree in which the uterus 
must be given a certain fixity by a complementary 
abdominal operation. Certain low cystoceles with 
urethrocele which are situated so far forward under 
the pubic arch that the cradled fundus of the uterus 
cannot reach them are amenable to colporrhaphy 
with reconstruction of the urethra and of the 
sphincter if the latter is deficient, as is often the case. 
Cystoceles which usually accompany genital pro- 
lapse with or without anterior colpocele and with or 
without hypertrophic elongation of the cervix 
are influenced favorably by interposition only if the 
uterus, which is low but not prolapsed, is mobile and 
sufficiently large to obturate the genital hiatus. 

Before performing the Schauta operation the 
surgeon should be sure that the uterus has not been 
drawn too far by the prolapse; that the uterosacral 
ligaments which anchor it to the posterior wall of the 
pelvis assure good fixation; that the uterus is mobile 
so that it can easily be swung forward; that there 
are no superadded adnexal lesions; and that the 
uterus has sufficient volume to cushion the bladder. 

In the period from June, 1921, to December, 1927, 
Cotte operated 100 times for prolapse. He performed 
an interposition operation 42 times—once according 
to the Wertheim technique, 30 times according to the 
Schauta technique, and 10 times according to the 
Kjelland technique. The immediate results were 
good and there were no deaths. In the cases of all 
patients examined later the bladder was maintained 
in position; there was absence of secondary slipping; 
the body of the uterus was enveloped in the anterior 
vaginal wall, with which it was continuous; the 


cervix, well fixed, was only slightly depressed during 
efforts; and the perineal band was perfectly re- 
constructed. In 1 case, conjugal relations were ob- 
structed by a somewhat too large resection of the 
posterior vaginal wall and too close a perineorrhaphy. 
In 2 cases there was some gaping of the perineum, 
but the prolapse did not recur. None of the women 
wore a pessary. Urinary disturbances had ceased. 
All except 1 of the women who still menstruated 
were free from menstrual disturbances. ‘The 1 
exception complained of signs of uterine congestion 
at the period. In this instance the sutures of the 
levatores were too tight. In a few instances sagittal 
adhesions between the anterior and posterior vaginal 
walls, which formed a sort of double vagina were 
produced as accidents of cicatrization. 

Of the 42 patients, the youngest was thirty years 
of age, 2 were sixty-five years old, 5 were between 
thirty-six and forty years, 19 were between forty 
and fifty years, and fifteen were between fifty and 
sixty-one years. 

Cotte is not convinced that Kjelland’s modifi- 
cation, which is accompanied by _ considerable 
hemorrhagic , oozing, is always necessary. If 
operation is reserved to cases of prolapse of the 
second degree in which the uterus is relatively well 
fixed, it will be possible to use only the Kjelland 
incisions which resect 2 cuneiform flaps on the 
cervix without loosening of the vagina. Hamor- 
rhagic oozing may then be avoided. For cases in 
which the cystocele is so marked that it seems 
necessary to interpose the uterus although the latter 
is not so well fixed as it should be, it is better to per- 
form a ligament fixation according to the Doléris 
method in a second stage after an interval of from 
fifteen to twenty days. Cotte did this 20 times with 
excellent results. 

In second degree prolapse, interposition offers ad- 
vantages of an anatomical nature since it makes a . 
floor under the bladder and closes the genital hiatus 
much better than can be done with the levatores, 
which are always difficult to isolate and suture. 
Moreover, as the operation is done entirely through 
the vagina, it is more rapid in its execution and does 
not necessitate, as does the triple operation, a 
perineal stage and an abdominal stage. In the cases 
of women with prolapse of the second degree who 
are approaching the menopause it is the operation of 
choice. In simple cases it can be done under local 
anesthesia. Its operative mortality is practically 
nil. It gives permanent results which cannot be ob- 
tained as simply by any other plastic method. 

The author tabulates his 42 cases under the 
headings: age, clinical and anatomical data, oper- 
ation, immediate results, and remote results. 

PACE. 
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Genell, S.: The Symptomatology and Diagnosis of 
Hzmatometra in an Accessory Horn of the 
Uterus (Zur Symptomatologie und Diagnostik der 


Haematometra im Nebenhorn). Acta obst. et gynec. 


Scand., 1929, viii, 177. 


The author has studied all of the cases of double 
deformity of the genital organs which were seen in 
the Women’s Clinic of Lund during the period from 
1904 to 1928, a total of 41 cases in 15,000 gynecologi- 
cal cases admitted. The conditions were: deformity 
of the hymen, 14 cases; uterus bicornis symmetricus, 
12 cases; uterus arcuatus, 3 cases; vagina septa, 4 
cases; and uterus bicornis asymmetricus, 8 cases. In 
5 of the cases of uterus bicornis asymmetricus there 
was hematometra of the accessory horn. 

Uterus bicornis usually causes no obvious symp- 
toms and is often found accidentally during explora- 
tion or operation for some other condition. 

Stagnation of blood in an accessory horn causes 
disturbances in the menstrual cycle and intensive 
dysmenorrheic pains. The findings of palpation in 
this condition are not always decisive alone, but if 
they are compared with the history, a clinical diag- 
nosis is usually possible. Four of the 5 cases re- 
viewed by the author were correctly diagnosed be- 
fore operation. 

The treatment consisted in removal of the acces- 
sory horn. A cure resulted in every instance. 


Ende, F. M.: Coagulation Diathermy in Cervicitis 
Using a New Electrode, with an Account of 
the Results in 200 Cases. Am. J. Obst. & Gynec., 
1929, xvii, 72. 

In the treatment of chronic endocervicitis by 
means of destructive heat it must be borne in mind 
that the work done on the tissue equals the product 
of the power applied to the tissue multiplied by the 
duration of the application. The amount of scar is 
determined by the uniformity of the doses of the 
destructive heat. 

In the use of the cautery the power applied is an 
unknown quantity. Diathermy with the new elec- 
trode eliminates the long current pathway with 
its resistance which renders diathermy with the 
ordinary active and inactive electrodes uncertain. 
The new electrode consists of a handle carrying a 
tapered tip of insulating material, along one side of 
which are placed two parallel wires to make contact 
with the endocervix along the side of the canal. The 
electrode is graduated in quarters of an inch to per- 
mit the operator to measure the cervical canal by 
simply introducing it into the internal os and on its 
removal noting how far down it has been wet by the 
cervical mucus. The object of this procedure is to 
determine the amount of tissue that is to be coagu- 
lated and the length of the exposure that will be re- 
quired. It is not necessary to remove the mucus from 
the canal. The presence of mucus is desirable as it 
provides good contact between the electrode and 
tissue. 

The treatment described is the least painful of all 
methods in which destructive heat is employed. 


When the disease is entirely eradicated, healing is 
prompt and scar tissue is negligible and softer than 
that produced by the use of the cautery. 

E. L. Cornett, M.D. 


Lindenberg, F.: Uterine Fibroids. California & 
West. Med., 1929, Xxxi, 93. 


From 15 to 30 per cent of uterine fibroids are 
amenable to X-ray therapy. When irradiation is 
restricted to the proper types it is nearly always 
successful. It is applicable only to uncomplicated 
fibroids with increased menstrual bleeding. These 
are practically all of the interstitial type. 

The obliteration or destruction of the fibroid mass 
is dependent on the production of amenorrhoea by 
the destructive action of the rays on the ovaries, 
that is, castration. When the follicles are destroyed 
and their function ceases, the hemorrhages stop and 
the fibroid shrinks and disappears. 

Young women, women who wish to bear children, 
and nervous women should not be treated by irra- 
diation. 

Specific contra-indications to the use: of roent- 
gen-ray therapy are pregnancy, an ovarian tumor, 
pyosalpinx, degenerated fibroids, submucous fib- 
roids, and fibroids that have undergone malignant 
degeneration. 

Fibroids which are not bleeding should be dealt 
with surgically if they require any treatment at all. 

Tumors with bleeding of a metrorrhagic type 
should always be excluded from roentgen-ray 
therapy. 

Carcinoma is characterized by the metrorrhagic 
type of bleeding of bright blood and foul-smelling 
discharge. 

The diagnosis of sarcoma is usually more difficult. 
Sarcomata often do not bleed at all. Rapid growth 
of a tumor years after the climacteric amenorrhoca 
should suggest sarcoma. A fibroid grows only as long 
as the ovaries arefunctioning. After the menopause 
a fibroid either remains constant in size or retro- 
gresses. 

The author’s technique to obtain a castration or 
premature menopause effect eliminates massive 
X-ray dosage and substitutes about one-third of 
the erythema dose so that no other tissue can be 
damaged. With the use of a high voltage machine 
furnishing about 200 kv., Lindenberg obtains the 
desired effect in about two hours. He gives a half 
castration dose over each ovary, abdominal and 
dorsal, on four consecutive days. 

Ina series of fifty-nine cases treated by irradiation, 
the treatment caused complete shrinkage of the 
fibroid in 30 per cent, a reduction of one-half its size 
in 39 per cent, a reduction of one third in approxi- 
mately 18 per cent, and no response in 5 per cent. 

Cuar es F. DuBors, M.D. 


Douglass, M.: Endometriosis in the Uterine 
Cornua. Surg., Gynec. & Obst., 1929, xlix, 138. 


In certain cases of salpingitis isthmica nodosa 
Douglass has found cornual adenomata more or less 


— 


res 
val 
ap) 
wi 
tal 
fre 
m: 
tu 
an 
oc 
m 
Je 


GYNECOLOGY 


resembling uterine or tubal epithelium and with a 
varying amount of surrounding stroma similar in 
appearance to that of the uterus. 

As these lesions apparently do not always react 
with characteristic changes to the menstrual cycle, 
hyperplasia of the endometrium is suggested. The 
severity of the infection is probably not an impor- 
tant factor as the fimbriated ends of the tubes are 
frequently patent although the cornua may contain 
many adenomatous lesions and the lumen of the 
tubes may be completely replaced by hypertrophic 
and hyperplastic connective tissue and leucocytes. 

While it is possible that the lesions described may 
occur as sprouts from traumatized tubal or uterine 
mucosa after salpingectomy, in the cases reviewed 
tiey were present at the time of salpingectomy. 

Roranp S. Cron, M.D. 


Johansson, J.: Mola Hydatidosa Destruens and 
Chorionepithelioma of the Uterus with Pul- 
monary Metastasis, Spontaneous Perforation 
of the Uterus, Acute Aniiemia, and Death (Mola 
hydatidosa destruens und Chorionepithelioma uteri 
cum metastatibus pulmonum; perforatio spontanea 
uteri, anemia acuta; exitus), Acta obst. et gynec. 
Scand., 1929, viii, 131. 

The author reports a case of mola hydatidosa 
destruens with spontaneous perforation of the uterus 
in which examination of the specimen showed also 
the presence of a chorionepithelioma. Johansson 
has been able to find only ten similar cases in the 
literature. 


Schiller, W.: Painting with Iodine and Scraping 
the Epithelium of the Cervix (Jodpinselung und 
Abschabung des Portioepithels). Zentralbl. f. 
Gynack., 1929, p. 1056. 

In the last two years, 242 scrapings from the 
cervical epithelium were examined at the Second 
University Gynecological Clinic in Vienna—216 in 
the course of the last six months after preliminary 
painting with Lugol’s solution. The cervix was 
painted with the usual Lugol’s solution. Following 
this procedure, normal epithelium becomes a dark 
brown within a few seconds, while carcinomatous 
epithelium becomes sharply differentiated by an 
immediate transition in the form of white, unstained 
spots. One hundred and sixteen scrapings were 
made before the introduction of iodine painting. 

Undesirable sequela from the scraping were ob- 
served only in a single case: slight fever, which soon 
subsided. It was afterward found that in this case 
the scraping was done improperly, namely, in the 
region of an erosion instead of in the region of the 
squamous epithelium. Hence even this case cannot 
be attributed to the scraping and the procedure may 
be considered harmless. 

The discovery of carcinoma in the scrapings has 
become less frequent since the introduction of iodine 
painting, which is attributed to the fact that since 
the introduction of iodine painting a much greater 
number of cases have been examined. Schiller em- 
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phasizes again, as in his first report, that painting 
with iodine can give only non-specific results, i.e., 
that iodine-negativity and carcinoma are not iden- 
tical. What appears to be iodine-negative may be 
carcinoma or merely hyperkeratosis or traumatic 
desquamation. Painting with iodine can only 
attract attention to suspicious areas in which the 
epithelium is pathologically changed. The nature 
of the pathological change can be determined only 
by histological examination of the painted epithe- 
lium curetted off. The curettage must remove the 
squamous epithelium in its entirety from the 
substratum. ‘Cell smears” are not sufficient and 
should not be used. If complete pieces of the epithe- 
lium are not found in the histological section, the 
technique of the curettage was faulty. When 
carcinoma is suspected during the clinical examina- 
tion because of foul-smelling leucorrhoea or hamor- 
rhages and the painting reveals no suspicious area in 
the region of the cervical epithelium, carcinoma must 
be sought deeply, i.e., in the cervical canal, from 
which it may possibly spread into the stroma of the 
cervix beneath the intact squamous epithelium. 

In the section obtained by the scraping, carcinoma 
is diagnosed from the characteristic atypical and 
polymorphic character of the cells. Deeply pene- 
trating growth clinches the diagnosis and can be 
shown by serial sections, but is not absolutely 
necessary to establish the diagnosis. Additional 
histological characteristics of carcinoma are a sud- 
den, sharp transition of normal epithelium into 
carcinoma, disappearance of glycogen in the section 
stained by the method of Best, corresponding to the 
result of painting with iodine, disappearance of the 
blue protoplasm in the prickle-cell layer with the 
epithelial fiber stain of Pasini, and a sudden increase 
of oxygenophilia with the potassium permanganate 
stain of Unna. Hemter (G). 


Uddstrimer, M.: A Contribution to the Question of 
Simultaneous Malignant Tumor and Myoma 
of the Uterus. Acta obst. et gynec. Scand., 1929, 
viii, 112. 

The author reviews 769 histologically examined 
myomata removed in the period from 1905 to 1926. 
Fifteen (about 2 per cent) were definitely malignant, - 
14 showing sarcomatous and 1 showing cancerous 
degeneration. Most of the women were between 
forty and fifty-five years of age. In only 4 cases, 1 
of them a case of cancer, did the myoma have a sub- 
mucous location. 

The bleeding of malignant myomata is difficult to 
differentiate from that of non-malignant myomata. 
In 2 of the cases reviewed the bleeding began after 
the climacterium, but in the cases of 2 other patients 
who had passed the menopause there was no bleed- 
ing. In 1 of the latter the myoma was still submu- 
cous. When the myoma is situated elsewhere there 
is less reason to expect bleeding. 

Pain is often associated with ordinary myomata, 
but seems to be more frequent in those with malig- 
nant degeneration. Signs of cachexia are surpris- 
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ingly rare. ‘They were pronounced in only 1 of the 
cases reviewed. Bladder and intestinal symptoms 
due to pressure were present in 3 cases. Tenderness 
on palpation was found in 5. It was perhaps more 
than a coincidence that in 2 cases the myomata had 
been irradiated. It is generally held that myomata 
suspected to be sarcomatous should be excluded 
from irradiation as the ovarian doses are believed to 
act as stimulating doses on the cells of malignant 
tumors. Rapid growth of the neoplasm occurred in 
3 cases. 

In 3 cases operation revealed dilated veins on the 
surface of the tumor. In 3, the neoplasm was a blu- 
ish red, and in 2 it had a soft, brittle consistency. In 
3 cases the cut surface was soft and oedematous; in 
1, it was a grayish-yellow and oedematous; and in 1, 
it suggested a greenish jelly. In 1 case the whole 
tumor was cystically degenerated. 

In only 1 case of malignant degeneration was the 
diagnosis made with certainty before the operation. 
In 1 case, malignancy was suspected before the 
operation and in 2 cases during the operation. 

A cure lasting for at least five years was obtained 
in 7 cases (47 per cent). Most reports give the inci- 
dence of five-year cure at from 20 to 25 per cent. 

The author draws the following conclusions: 

1. When, before the menopause, a uterine tumor 
begins to grow suddenly and causes disturbances in 
the form of haemorrhage, pain, and loss of weight, 
malignancy should be suspected. 

2. When, during or after the menopause, a uterine 
tumor continues or begins to grow, malignancy is 
almost certain even if bleeding does not occur. 


EXTERNAL GENITALIA 


Bey, N. M.: Urinary and Rectovaginal Fistulz in 
Women. J. Obst. & Gynec. Brit. Emp., 1929, xxxvi, 
581. 


The author gives a résumé of 276 cases of urinary 
fistula in women operated upon by him and his asso- 
ciates in Egypt. ‘Two hundred and thirty-one were 
cases of vesicovaginal fistula. Two hundred, and 
thirty-eight of the patients were cured, 28 were re- 
lieved, and 10 were not benefited by the operation. 
In 259 cases the fistula was the result of a difficult 
labor, and in 8 it was due to accidental injury of the 
bladder. In none was it caused by radium ulcera- 
tions or cancer. The fistule differed in size from 
tiny holes which would not admit a bristle to large 
gaps produced by total destruction of the base of 
the bladder and the vesicovaginal septum. 

In all cases careful pre-operative preparation was 
given and the operation was performed under sto- 
vaine spinal anesthesia. The author attributes the 
high incidence of good results to attention to details 
such as good exposure and the use of artificial light. 

Stovaine anesthesia permits thorough depression 
of the posterior vaginal wall. The bladder wall is 
dissected back sufficiently to give ample room for 
the insertion of sutures without tying them too 
tightly. In placing the sutures, the author uses 


small round needles and does not perforate the blad- 
der wall. 

Bey cites also the results in 49 operations for recto- 
vaginal fistula in women. In 41 of these cases the 
condition was due to the irregular healing of perineal 
lacerations involving the rectovaginal septum. Fis- 
tule situated at or near the perineum were treated 
by splitting the perineum and performing a complete 
perineorrhaphy and those in the middle third of the 
vagina, by vaginal repair. Fistula in the vault were 
treated by the abdominal route. There was only 1 
failure. Harry W. Fink, M.D. 


MISCELLANEOUS 


Cassidy, L., and Stumpf, R.: X-Ray Treatment of 
Non-Malignant Cases in Gynecology. Jrish J. 
M.Sc., 1929, 6S., 549. 

Cassidy and Stumpf are very enthusiastic regard- 
ing the use of the X-ray in the treatment of non- 
malignant gynecological conditions. 

Dysmenorrhoea was treated by irradiation of the 
hypophysis, with resulting cure in 50 per cent of 
the cases. In about 75 per cent of the cases of 
dysmenorrhoea examination revealed a small uterus 
with a long conical cervix and acute anteflexion. 

Menorrhagia and metrorrhagia were strikingly 
benefited by irradiation of the spleen. The result is 
ascribed to the increased production of fibrin ferment 
with consequent rapidity of blood coagulation. The 
authors report thirty cases, in twenty-one of which 
the symptoms subsided completely. 

Patients with a primary amenorrhcea, that is, 
with probably no ripening follicle influence and a 
small underdeveloped uterus, did not respond well to 
the X-ray stimulation. In those with oligomenor- 
rhoea there was a very satisfactory return to normal 
function after the irradiation. 

In acute and chronic pelvic infections striking 
results were obtained from irradiation over the 
focus of infection. Cuar.es F, DuBots, M.D. 


Scheffey, L. C., and Schmidt, W.H.: Diathermy as 
an Adjunct in the Treatment of Pelvic Inflam- 
matory Disease. Am. J. Obst. & Gynec., 1929, 
XViLl, 230. 2 

Scheffey and Schmidt made a comparative study 
of pelvic infections treated with and without dia- 
thermy. They believe that the beneficial results 
obtained from diathermy are due to improvement 
of the circulation rather than to the heat destruc- 
tion of bacteria. They state that diathermy is not 
a specific treatment. It must be used in conjunction 
with other methods and must be supervised by a 
clinician. 

Diathermy is indicated especially in the cases of 
young women with a first attack of pelvic disease 
with or without adnexal masses in whom acute 
symptoms and fever have subsided. It is of less 
value in recurrent cases. When there is a marked 
reaction characterized by severe pain or fever it 
should be discontinued for a time at least. It should 
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GYNECOLOGY 


never be used in the presence of fever or in cases of 
pelvic peritonitis, myoma, or ovarian cysts, or dur- 
ing menstruation or profuse bleeding of an inflam- 
matory nature. E. L. Cornett, M.D. 


Read, C. D., and Roques, F.: The After-Results of 
the Operative Treatment of Endometriomata. 
A Study of Forty-One Cases. Proc. Roy. Soc. 
Med., Lond., 1929, xxii, 1441. 

The authors studied the results of different forms 
of treatment in forty-one cases of endometrioma. In 
all, the diagnosis was confirmed by microscopic ex- 
amination. The ovary was involved in twenty-five 
cases (61 per cent). In some of these, one ovary was 
removed completely. .In others both ovaries were 
removed completely or their complete removal was 
attempted, with or without hysterectomy. Of four- 
teen patients treated conservatively, ten remained 
free from symptoms. There is no record of the sub- 
sequent occurrence of pregnancy in any of the pa- 
tients treated conservatively. Of thirteen cases in 
which all ovarian tissue was removed, a permanent 
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cure was obtained in ten. In one case the treatment 
was unsuccessful and the patient was subsequently 
treated with radium. Two patients were subjected 
to hysterectomy and complete removal of all acces- 
sible ovarian tissue after conservative surgical meas- 
ures had failed. 

Uterine endometriomata were treated by local 
excision or by total or subtotal hysterectomy with 
or without salpingo-odphorectomy. ‘The results 
were very satisfactory. 

Three cases of endometriomata occurring in ab- 
dominal scars were cured by surgery. An endome- 
trioma in the rectovaginal space was successfully 
excised by way of the vagina. One case of umbilical 
endometrioma was treated by excision of the um- 
bilicus with a satisfactory result. 

The younger the patient the stronger the indica- 
tion for conservative treatment except when the 
tumor is large and there is extensive infiltration of 
the surrounding structures. In inoperable cases and 
cases in which surgery has failed, radium is of value. 

Harry W. Fink, M.D. 


OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Gragert, O.: The Sellheim-Luettge-von Mertz 
Alcohol-Extract Reaction and Some of the 
Sources of Error (Ueber die Alkohol-Extrakt 
Reaktion nach Sellheim, Luettge, von Mertz und 
einige ihrer Fehlerquellen). Monatsschr. f. Geburtsh. 
u.Gynack., 1929, |xxxi, 41. 

In the first part of this article the author reports 
his investigations regarding the Sellheim-Luettge- 
von Mertz alcohol-extract reaction, part of which 
were done in collaboration with Zell. In the use of 
placenta extract in tests of 136 sera a correct diag- 
nosis of pregnancy was made in 82.4 per cent. In 80 
sera tested with carcinoma extract the test was accu- 
rate in 71.25 per cent, whereas an accurate result is 
usually obtained in only 50 per cent of cases of car- 
cinoma, ‘Twenty-nine sera were tested with testis 
extract. The findings were correct in 13 (44.8 per 
cent) and incorrect in 16. From his experience the 
author draws the following conclusions: 

1. A positive alcohol-extract reaction in the use of 
placenta extract may be considered a very probable 
sign of pregnancy. 

2. A positive alcohol-extract reaction with car- 
cinoma extract indicates with great probability the 
presence of a carcinoma of the uterus provided preg- 
nancy, myomata, and inflammatory processes can be 
ruled out. A negative reaction does not exclude car- 
cinoma of the uterus and is no criterion of freedom 
from recurrence after a radical operation for carci- 
noma. 

3. Neither a positive nor a negative alcohol-ex- 
tract reaction with testis extract is an indication of 
the sex of the fetus. 

In the second part of the article the author reports 
on physicochemical investigations undertaken in part 
with Kindt on injection tests with the extracts, these 
disclosed interesting mistakes. In the placenta ex- 
tract the requisite minimal quantity of 0.027 per 
cent of free hydrochloric acid was not present; more- 
over there were considerable fluctuations and differ- 
ences in the salt content. ‘The hydrogen-ion concen- 
tration varied considerably. In the carcinoma ex- 
tract the differences in the free hydrochloric acid 
and hydrogen-ion concentration were less striking. 
It must therefore be assumed that soon after its 
preparation the extract undergoes a change in its 
triphasic system due to some unknown factor which 
may considerably influence the accuracy of the re- 
action. Gracert (G). 


Lavell, T. E.: The Diagnosis of Ectopic Gestation. 
Am. J. Obst. & Gynec., 1929, xviii, 379. 


This article is based on 410 consecutive cases of 
ectopic pregnancy treated on the gynecological serv- 


ice at Bellevue Hospital, New York, during a period 
of seventeen years. Four hundred and six of the 
women were operated on. In 4 cases the condition 
was demonstrated at autopsy. In about 50 per cent 
of the cases, operation was performed within twenty- 
four hours after the patient’s admission to the hos- 
pital. In the others a more or less prolonged pe- 
riod of observation was necessary to establish the 
diagnosis. 

The average number of previous pregnancies was 
two and eight-tenths, and the average number of 
children born, two and three-tenths. In approxi- 
mately 25 per cent of the cases the last pregnancy 
had occurred within two years; in 44 per cent, within 
three years; and in 61 per cent, within five years. Of 
49 women, 11 were unmarried, 41 per cent became 
pregnant within a year, and 55 per cent became preg- 
nant within two years. 

Abdominal pain was present in every case in 
which the history was reliable or complete. ‘This 
pain was characteristically variable, with sudden 
exacerbations. Radiation of the pain, especially to 
the chest or shoulders, is of aid in the diagnosis. 

Vaginal bleeding was extremely irregular and sub- 
ject to remissions. A large majority of the patients 
had only slight or spotty bleeding occurring at long 
intervals. 

An extremely valuable, but a frequently missed 
symptom, is the sudden asthenia due to the shock 
produced by even slight internal hamorrhage. 
Morning sickness and breast changes were very sel- 
dom reported. Urinary symptoms were frequent but 
not characteristic. Abdominal pain on urination or 
defecation is suggestive but not typical or frequent. 
In about 10 per cent of the cases reviewed no mass 
was palpable on vaginal examination. Rectovaginal 
examination was found best for the detection of free 
blood in the cul-de-sac. 

There were 131 ectopic pregnancies on the right 
side and 124 on the left side. Twelve were intersti- 
tial, 1 was ovarian, and 1 was abdominal. In 3 cases 
there were twin fetuses, but there was no case of 
bilateral tubal or coincident uterine pregnancy. 
Rupture was more than 3 times as common as abor- 
tion. The opposite tube was described as normal in 
103 cases, as showing chrenic inflammation in 81, 
as showing hematosalpinx in 8, and as absent in 22. 

Colpotomy is extremely valuable when there is an 
easily accessible mass in the cul-de-sac which cannot 
be differentiated from a collection of pus. Aspira- 
tion of the vaginal vault is valuable under the same 
conditions, but is not without danger. 

The diagnosis of ectopic pregnancy is still difficult 
in a very large number of cases. Unfortunately, 
very little except negative help can be expected from 
the laboratory. 
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OBSTETRICS 


In the discussion, TAYLOR said that he does not 
hasten operation for ectopic pregnancy unless the 
patient is in shock and there is a possibility that 
bleeding is still going on. 

DANNREUTHER called attention to the fact that a 
frequent symptom is sensitiveness of the cervix on 
manipulation. 

In closing the discussion, LAVELL said that the 
operative death rate is 2.68 per cent and is influ- 
enced a good deal by the type of case. Decidual 
casts are very seldom reported by the patient and 
are seldom seen in the hospital. 

E. L. Cornett, M.D. 


Jerlov, E.: The Diagnosis and Treatment of Extra- 
Uterine Pregnancy (Zur Diagnose und Behandlung 
der Extrauteringraviditaet). Acta obst. et gynec. 
Scand., 1929, viii, 249. 

In a series of eighty-six cases of extra-uterine 
pregnancy the author studied the blood pressure and 
haemoglobin and the relative value of the transfusion 
of autogenous blood and of blood from a donor. He 
states that the changes in the blood pressure and 
haemoglobin due to internal hemorrhage occurring 
in extra-uterine pregnancy have hitherto received 
little attention although they are often of diagnostic 
value. Reduction in the blood pressure, occasionally 
very marked, is nearly a constant phenomenon with- 
in a few hours after a free internal hemorrhage. The 
degree of the reduction at a given moment depends 
more on the time that has elapsed between the onset 
of the bleeding and the blood-pressure measurement 
than by the quantity of blood lost. Therefore when 
the blood pressure is not determined until some time 
(e.g., twelve hours) after the beginning of theham- 
orrhage it may be found normal. In the cases 
studied by the author the blood pressure was lowest 
in those of irregular bleedings with a relatively large 
loss of blood. Systolic pressures as low as from 20 
to 30 mm. Hg were noted. 

In cases of limited, relatively small haemorrhages 
there is generally no reduction in the blood pressure 
unless a fairly acute hemorrhage has occurred with- 
in a few hours immediately preceding the blood- 
pressure determination. Even in such cases the re- 
duction is usually slight. 

It seems that the reduction in the blood pressure 
is usually ascribable to the loss of blood from the 
blood tracts. The loss of blood into the peritoneal 
cavity is occasionally accompanied by a condition 
of shock with a surprisingly low pressure. In one or 
two cases the reduction was apparent within a few 
minutes after the beginning of the hemorrhage. It 
was of interest to note that in certain cases the sys- 
tolic blood pressure remained for hours as low as 
from 40 to 50 mm. Hg or lower (in one case for four- 
teen hours) without cessation of function of the 
bulbar centers. Blood-pressure reductions of a sim- 
ilar type do not seem to occur in peritonitis (except 
in cases with shock). 

In all cases the hemoglobin was found reduced. 
It must be borne in mind, however, that after a 
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single internal hemorrhage the hemoglobin is lowest 
between the second and fifth day after the onset of 
the bleeding. 

A drop in the hemoglobin has most significance in 
cases of restricted hemorrhages in which the differ- 
ential diagnosis is occasionally difficult. In cases in 
which a tumor develops in the pelvis within a few 
days and there is a simultaneous decrease in the 
hemoglobin without external bleeding from any 
other organ, the reduction in the hemoglobin is 
probably of decisive importance in the diagnosis. 

In the Sabbatsberg Hospital, 186 cases of extra- 
uterine pregnancy were treated in the period from 
January 1, 1919, to June 30, 1927. Three of the 
women died. One died of miliary tuberculosis which 
was entirely unrelated to the pregnancy. The two 
others died of peritonitis probably caused by a 
simultaneous chronic salpingitis. The mortality was 
therefore 1.1 per cent. There were no deaths from 
hemorrhage. The governing principles in the treat- 
ment were: (1) immediate operation in cases of 
copious free hemorrhage; (2) operation in cases of 
limited hemorrhage in which the diagnosis is cer- 
tain; expectant treatment first in cases in which the 
diagnosis is not certain; and (3) operation in cases 
with progressive symptoms; conservative therapy in 
those in which the symptoms are decreasing. No 
case was treated by the transfusion of autogenous 
blood or of blood from a donor. 

The experience at the Sabbatsberg Hospital in- 
dicates that the danger of fatal hemorrhage and the 
necessity for transfusion are exaggerated. The 
transfusion of autogenous blood is associated with 
danger on account of the salpingitis which is usually 
present in these cases. 


Husfeldt, E.: Anzemia of Pregnancy Caused by 
Lead Poisoning and Resembling Pernicious 
Anzemia (Perniziosa-aehnliche Graviditaetsanae- 
mia durch Bleivergiftung hervorgerufen). Acta 
obst. et gynec. Scand., 1929, viii, 25. 

In the case reported by the author the anemia was 
the result of an acute or subacute poisoning due to 
red oxide of lead (Pb3;0,4) taken as an abortive. It 
was severe, slightly hyperchromatic, and associated 
with icterus and a neutrophile leucocytosis. 

The cases of pernicious anemia of pregnancy 
which have been reported in the literature have 
shown a very varied blood picture. ‘True pernicious 
anemia with leucopenia, a relative lymphocytosis, 
and thrombopenia has been found as well as simple 
hyperchromatic anemia and hyperchromatic ane- 
mia accompanied by a neutrophile leucocytosis with 
myelocytes. The part played by the pregnancy in 
- causation of the condition was often very doubt- 

ul. 

The author emphasizes the importance, from the 
therapeutic standpoint, of great care in the diagno- 
sis of pernicious anemia during pregnancy, since in 
the presence of severe anemia the further blood loss 
caused by interruption of the pregnancy and the pos- 
sibility of infection constitute grave dangers. 
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Peckham, C. H.: Chronic Nephritis Following 
Eclampsia. Bull. Johns Hopkins Hosp., Balt., 
1929, xlv, 176. 

It is generally believed that there is little proba- 
bility of the recurrence of eclampsia or the develop- 
ment of chronic nephritis following eclampsia. How- 
ever, a woman with chronic nephritis not infre- 
quently gives a history of a previous toxemia of 
pregnancy. Post and Steiglitz obtained such a his- 
tory in 50 per cent of the cases of nephritic women 
under forty-five years of age, and in the majority of 
investigations made in recent years it has been 
found that the incidence of permanent renal damage 
following eclampsia is greater than was previously 
suspected. 

In the obstetrica clinic of the Johns Hopkins 
Hospital, the attempt has been made during the last 
ten years to get all patients, especially those who had 
toxemia, to return for re-examination thirteen 
months after delivery. As the result, it has been 
possible to obtain data on seventy-four patients rep- 
resenting seventy-seven cases of eclampsia (three 
patients had two attacks each). Of these women, 
seventeen (23 per cent) were found to have de- 
veloped chronic nephritis. The severe cases (grouped 
according to Eden’s classification) showed an inci- 
dence of nephritis over twice as great as the cases of 
the mild type, and women who had had antepartum 
eclampsia showed a higher incidence of nephritis 
than those who had had intrapartum or postpartum 
eclampsia. 

Age and multiparity were found to be predispos- 
ing factors. Sixty-six and six-tenths of the women 
over forty years of age developed chronic nephritis, 
and 39 per cent of the multipara as compared with 
12 per cent of the primipara. It was found also that 
the more marked the hypertension and the greater 
the amount of albumin in the urine (as shown by the 
Esbach method), the greater the incidence of per- 
manent renal damage. Forty-eight per cent of the 
patients with a systolic pressure of 200 or over, and 
44 per cent of those with 10 gm. or more albumin to 
the liter of urine were found to be nephritic, while 
none of those with a pressure less than 170 was 
affected. Moreover, it was noted that the longer the 
toxemia had been present before delivery, the higher 
the incidence of permanent renal damage. 

The blood chemistry findings, the number of con- 
vulsions, the time elapsing between the develop- 
ment of convulsions and delivery, the duration and 
severity of the labor, and the anesthetic employed 
seem to have no effect as regards the frequency and 
severity of subsequent chronic nephritis. Nor can 
the findings as late as six months after delivery be 
taken as a reliable guide to the future. 

In twenty-one of the seventy-seven cases of ec- 
lampsia reviewed, the condition developed in pa- 
tients who were believed to have had adequate pre- 
natal care, having been in attendance at the prenatal 
clinic for six weeks or longer, where they were seen 
once a month up to the seventh month and every 
two weeks thereafter. Of these twenty-one patients, 


four developed eclampsia at home, six within twelve 

hours after their admission to the hospital, and 

eleven, twelve or more hours after their admission. 
E. L. Kine, M.D. 


Couvelaire, A.: Progress in the Prevention of Fetal 
Mortality During Gestation (Progrés réalis¢és dans 
la prophylaxie de la mortalité foetale pendant la 
gestation). Gynéc. et obst., 1929, Xix, 477. 


The figures of the Baudelocque clinic with regard 
to fetal mortality before the onset of labor show a 
decline from 237 to 145 per 10,000. since the early 
years of this century. This improvement occurred 
chiefly in the mortality from syphilis in the second 
half of pregnancy, in which the decrease was from 
111 to 35. However, some of it occurred in the fetal 
mortality associated with albuminuria, hypertension, 
and convulsive and hemorrhagic eclampsia in the 
mother. 

Two periods are compared: the period from 1902 
to 1908, with 20,924 births, and the period from 1921 
to 1927, with 22,166 births. ‘The number of fetal 
deaths in these two periods, respectively, were: 
cases of albuminuria, 105 and 56; cases of convul- 
sive eclampsia, 17 and 11; and cases of uteroplacental 
apoplexy, 25 and 24. The coefficient of fetal mortal- 
ity associated with these syndromes has therefore 
fallen from 144 to 41. Cases of convulsive eclampsia 
decreased from 50 per 10,000 in the period before 
1893 to 14 per 10,000 in the period from 1916 to 
1926. However, the graph shows no change between 
the period from 1906 to 1915 and the period from 
1916 to 1926. The decrease in the fetal mortality 
in the syndromes of humoral disequilibrium was 
probably due in large measure to prenatal care. 

FiLorence A. CARPENTER, 


Murphy, D. P.: The Outcome of 625 Pregnancies in 
Women Subjected to Pelvic Raditim or Roent- 
gen Irradiation. Am. J. Obst. & Gynec., 1929, 
xviii, 179. 

Goldstein, - and Murphy, D. P.: Microcephalic 
Idiocy Following Radium Therapy for Uterine 
Cancer During Pregnancy. Am. J. Obst. & 
Gynec., 1929, xvili, 189. 

Murpny attempted to determine the effect of 
irradiation of the pelvis of women with radium or the 
roentgen rays on the health and development of 
subsequent children. The cases were divided into 
preconception and postconception irradiation. He 
found that irradiation before conception may be fol- 
lowed by the birth of unhealthy or defective chil- 
dren, and that postconception irradiation is ex- 
tremely likely to be followed by serious defects in the 
offspring. The most common defect after postcon- 
ception irradiation is microcephaly, a fact which 
strongly suggests that the abnormalities are the re- 
sult of the irradiation received by the embryo. 
Murphy therefore suggests that pelvic irradiation 
should always be preceded by curettage in order 
that irradiation of an embryo may be avoided. He 
believes that the pregnant uterus should never be 
subjected to radiotherapy, and that if the presence 
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of an embryo is not discovered until after irradiation 
the pregnancy should be terminated at the earliest 
possible moment. 

GOLDSTEIN and Murpny report a case of micro- 
cephalic idiocy following radium therapy for uterine 
cancer during pregnancy. The mother, aged twenty- 
nine years, had had two pregnancies. The first re- 
sulted in the birth of a normal female child at term 
in March, 1914. This child developed normally. 
After its birth the mother did not menstruate again 
until January, 1916. Bleeding then occurred irregu- 
larly for four months and at the end of that time be- 
came continuous. Examination revealed, springing 
from the left side of the cervix, a pedunculated, soft, 
friable, and ulcerated mass about 2 in. in diameter. 
A clinical diagnosis of papillary carcinoma, second 
stage, was made. The tumor was removed with 
the cautery, and 185 mgm. of radium, filtered with 
1 mm. of brass and o.5 mm. of aluminum, were in- 
serted at the site of the growth and allowed to 
remain for twenty-four hours (4,440 mgm.-hrs.). 

The second child, a boy, was born spontaneously 
with the vertex presenting after a labor of eight 
hours on June 21, 1916. The puerperium was un- 
eventful. The mother is well at the present time. 

The child at birth weighed 2 lb., 14 0z. He showed 
no gross abnormalities and no asphyxia, but was 
about six weeks premature. For the first six weeks 
of life, he kept his eyes closed most of the time and 
had to be fed artificially. Dentition began when he 
was nine months old. He was unable to walk until 
he was five years old and he now trips very easily 
and often falls. He has never learned to talk. His 
parents have trained him to obey very simple com- 
mands such as “sit down” and “come here,” but 
these must be repeated several times. He can make 
known a few wants by means of gestures. His gen- 
eral behavior has always been good. He cannot 
wash or dress himself. There has been no history of 
convulsions, spasms, or twitchings. He has never 
been seriously ill. 

At the time of this report the boy was twelve years 
of age, underweight (60 lb.), and poorly developed. 
His height was somewhat below normal for his age. 
Organically he was normal. ‘The parietal and occipi- 
tal regions of his head were both flattened. He had 
a fixed and almost vacant facial expression. He was 
able to walk, but not in a vigorous manner. He held 
his trunk rather rigidly and his long thin arms in 
partial flexion at the elbow. His genitalia were nor- 
mally developed for his age. The Wassermann reac- 
tion was negative. E. L. Cornety, M.D. 


LABOR AND ITS COMPLICATIONS 


Lindén, O.: The Prognosis in Parturition for Old 
Primiparz at Sidra Barnbérdshuset Between 
1912 and 1927. Acta obst. et gynec. Scand., 1929, 
viii, 35. 

The author reports the findings of a review of the 
cases of 202 primipare over forty years of age who 
were delivered at Sédra Barnbérdshuset in Stock- 
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holm in the period from 1912 to 1927 inclusive. 
The purpose of the review was to determine whether 
the expectant treatment practiced at that hospital 
has given results which justify its continued use or 
call for its discontinuance in favor of more active 
therapy with the more frequent performance of 
caesarean section. 

About 25 per cent of the patients were delivered 
after twelve hours and about one-third or two-thirds 
of them within twenty-four hours. In the cases of 
about 20 per cent, labor lasted longer than forty- 
eight hours. Sixty per cent were delivered spontane- 
ously and 4o per cent with artificial help, 34 per 
cent of the latter by means of forceps. Cesarean 
section was done only once—in a case of breech 
presentation. Of the total number of 20,087 primip- 
are delivered in the course of the same sixteen-year 
period, 7.66 per cent were delivered with forceps. 

Forty of the patients whose cases are reviewed 
had had a previous miscarriage and 85 had pre- 
mature rupture of the membranes, but these factors 
did not influence the average duration of labor or 
the prognosis for the mother or child in the group 
as a whole. 

The maternal mortality was nil and the infant 
mortality 10.2 per cent. If 3 cases in which the 
child’s death was due to prematurity or deformity 
are excluded, the infant mortality was 8.8 per cent. 
The mortality of the infants of the total number of 
primipare was, uncorrected, 3.78 per cent, and, 
corrected, 2.04 per cent. 

Because of the favorable results obtained, the 
author believes that, on the whole, expectant treat- 
ment should be continued, but he regards it as 
necessary that the women be cared for in a hospital. 
He regards cesarean section as justified in cases in 
which both the child’s and the mother’s life are en- 
dangered, as in placenta praevia and eclampsia, and 
in those in which the child’s life is more endangered 
than the mother’s, as in abnormal presentations, 
and the mother is very anxious to have a child. He 
believes that in all other cases it is wiser not to 
expose the mother to the greater risks of casarean 
section, particularly because women subjected to 
this operation are rarely willing to become pregnant 
again for fear that a second cesarean section will 
be necessary. 


Schulze, M.: Labor in the Elderly Primipara: 
Factors in the Prognosis. J. Am. M. Ass., 1929, 
xciii, 824. 

The dangers and difficulties of labor in the cases 
of elderly primipare have been somewhat exagger- 
ated. In general, neither the fetal nor the maternal 
mortality is increased above the levels generally 
accepted as normal, and the average duration of 
labor is only slightly prolonged. About 20 per cent 
of the women have strikingly rapid and easy labors. 

Dystocia may be expected in about 15 per cent 
of the cases, but is usually dependent on complicat- 
ing factors rather than on age alone. A careful 
consideration of the patient will usually permit a 
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fairly accurate prognosis even before labor begins. 
Abnormal presentations and contracted pelvis, both 
of which are more frequent than in younger women, 
increase the necessity for operative intervention 
and with it the danger to both mother and child. 
A woman beginning labor with the head engaged in 
a normal pelvis in an occiput-anterior presentation 
has little likelihood of difficulty. If she has good 
pains the likelihood of dystocia is almost negligible. 

The most important single factor in the prognosis 
is the quality of the uterine contractions, and this 
unfortunately cannot be accurately determined 
until after labor has set in. However, it is known 
that the frequency of inadequate pains increases 
with advancing age. 

The development of the cervical caesarean section 
in recent years makes it possible, without materially 
increasing the risk to the mother, to await labor, 
observe the type of the uterine contractions, and 
then, if the contractions seem insufficient perform 
cesarean section. Especially in the cases of older 
women and those with previous long-standing steril- 
ity, cesarean section will probably always be neces- 
sary rather frequently as the greatly increased value 
of the child in these cases makes it desirable to de- 
crease the fetal risk. Cart H. Davis, M.D. 


Neumann, H.O.: Labor with Brow Presentation (Die 
Stirnlagegeburt). Arch. f. Gynack., 1929, Cxxxv, 
334+ 


This article deals with the obstetricomechanical 
problems of deflection presentations. It is based 
on the obstetrical material of the last ten years at 
the University Gynecological Clinic at Marburg. 
Among 6,300 labors, brow presentation occurred in 
8 (0.12 per cent) and face presentation in 44 (0.69 
per cent). The author emphasizes that the term 
“brow presentation” should be used only when the 
brow is at the lowest point on the pelvic floor in the 
line of expulsion. Brow presentations are to be 
differentiated from brow positions. Of the 8 brow 
presentations mentioned, 5 terminated in sponta- 
neous delivery. In 1 case birth was premature. There- 
fore only 4 cases remained for study of the natural 
obstetricomechanical factors. 

The course of the 4 spontaneous deliveries shows 
that when patience is exercised a living child may 
be born even when the labor is prolonged. ‘Therefore 
the question as to whether brow presentation is in 
itself an indication for operative termination of labor 
must be answered in the negative. 

In the first case the head passed through the en- 
tire birth canal with the frontal suture in the trans- 
verse direction and turned on the pelvic floor in the 
transverse diameter with displacement of the turning 
point from the malar bone to the upper jaw. In 
the second case the head passed through with the 
frontal suture in an oblique direction so that the 
malar bone and the lateral orbital ridge were sub- 
jected to pressure. In the third and fourth cases the 
deep transverse position persisted throughout the 
expulsion mechanism so that the head was born with 


the frontal suture transverse. It appears that non- 
occurrence of the last turning must be considered 
normal in such cases. The greater the deflection, 
the sooner the face appears under the descending 
ramus of the pubis. If the brow presentation ap- 
proaches the sinciput position, the occiput appears 
first. Heymann states that after the brow has begun 
to rotate in a backward direction the oblique position 
is undoubtedly the position most favorable for ex- 
pulsion. 

With regard to the etiology of the brow presen- 
tation, the author holds the view that the occurrence 
of such a presentation can be understood only from 
a consideration of all positions of deflection. Osi- 
ander considers the brow presentation an incomplete 
face position. The primary face position is to be 
differentiated from the secondary face presentation. 
An extreme deflection may be produced even at the 
beginning of labor by inhibitory malformations 
such as goiter, hygroma of the neck, etc. However, 
the chief cause of the deflection position is to be 
sought in the relationships between the fetal head and 
the maternal pelvis. Among the cases at the Mar- 
burg clinic, a normally sized pelvis was found 3 times, 
an especially large pelvis twice, and a moderate 
contraction of the pelvis in the longitudinal diameter 
once. 

The author then asks the following questions: 

1. How does an anomaly of position occur? (a) 
What part is played in it by the shape of the head? 
(b) What part is played in it by the pelvis? 

2. How does brow presentation occur? (a) What 
part is played in it by the shape of the head or the 
fetus as a whole? (b) What part is played by the 
pelvis? 

3. Why does the mechanism of labor differ from 
the general rule after the occurrence of a brow 
presentation? (a) In relation to the passage of the 
head down to the pelvic floor (deep transverse pos- 
ition)? (b) In relation to the mechanism of ex- 
pulsion? 

He answers these questions as follows: 

1a: A congenital, ontogenetically induced shape 
of the head may lead to a presentation of the head 
at the beginning of labor which is favorable to a 
certain passage through the pelvis. ‘The same four 
basic types of shape of the head that are found in 
the adult appear quite pronounced in the newborn 
infant. 

tb: With shortening of the longitudinal diameter 
at the pelvic inlet the biparietal diameter enters the 
lateral pelvic semicircle opposite that of the sin- 
ciput. ‘The sinciput sinks and the large fontanelle 
enters the line of expulsion. If the pelvic contraction 
is greater, the position of deflection persists. 

2a: A brow presentation may be developed at the 
pelvic inlet. In the presence of hereditary oxyceph- 
alus or when other causes inherent in the fetus are 
effective, no further deflection will occur. Also with 
a head in the sinciput presentation the congenital 
form of the head may be the cause of a further de- 
flection in the sense of a brow presentation. 
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2b: If the normal filling of the birth canal, which 
leads to the regular expulsion, is absent, as, for ex- 
ample, when the child is small and the pelvis is of 
normal size, or the child is of normal size and the 
pelvis is very wide, further deflection and rotation 
may not occur with brow presentation; the brow 
presentation persists as a so-called incomplete face 
presentation. 

3a: The frequently found deep transverse position 
is explained, on the one hand, by the fact that when 
the skull is small the passage through the birth canal 
down to the floor of the pelvis proceeds rapidly and 
without any rotating force, and when the head is large 
it does not allow rotation because the occiput lying 
posteriorly remains caught at the innominate line. 

3b: “As a result of the marked protrusion of the 
brow the head acquires a wedge or pyramidal form, 
the apex of which is formed by the brow. The bitem- 
poral diameter takes the obstetricomechanical lead. 
It takes its position in a longitudinal direction in the 
levator cleft in response to even the slightest resist- 
ance.” Turning of the head begins only when the 
maxillobregmatic diameter has reached the levator 
cleft. This version may not occur in the presence 
of a wide pelvis with a relaxed musculature. When 
the biparietal exceeds the bitemporal diameter in 
length, the occiput is usually born first. When, on 
the other hand, the biparietal diameter lies further 
anteriorly, the face usually appears first under the 
lateral descending ramus of the pubis and the occiput 
follows. 

In an appendix, the author reports on the brow 
and face presentations seen in the Dresden clinic 
(E. Kehrer) in the period from 1910 to 1920. 

Witte (G). 


Léfquist, E.: Central Tears of the Perineum (Bei- 
trag zur Frage der zentralen Dammrisse), Acta obst- 
et gynec. Scand., 1929, Viii, 138. 

The author reviews 202 cases of central tears of 
the perineum reported in the literature and a case of 
his own. He divides the ruptures into 2 groups: cen- 
tral ruptures due to tension on the perineum, and 
perforations of the vagina and perineum, The for- 
mer are caused exclusively by interference with dila- 
tation of the birth canal due to anatomical lesions or 
anomalies of the perineum or insufficient time for 
dilatation. The latter are caused by rupture of some 
part of the pelvic muscular body combined with too 
swift progress of the fetus into the vagina. 

Both types occur in primipare more frequently 
than in multipare. In the cases of multipare there 
is always some cicatricial alteration of the perineum 
due to a previous confinement. 

The shape of the pelvis is of no importance in the 
occurrence of central ruptures of the perineum. 


Hawks, E. M.: The Maternal Mortality in 582 Ab- 
dominal Cesarean Sections. Am. J. Obst. & 
Gynec., 1929, xviii, 393. 

In 582 abdominal cesarean sections performed in 

a single hospital by a large number of obstetricians 
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during the past nineteen years there were 22 deaths, 
a mortality of 3.6 per cent. These deaths constituted 
16 per cent of the total obstetrical mortality. In the 
last few years a better choice of the type of opera- 
tion has kept the mortality down in spite of the fact 
that casarean section has been performed more 
frequently. 

Potak, in discussing this report, stated that he 
had’ under observation 5 patients who had been 
operated on by the Veit-Fromme technique. In all 
of these cases the uterus is well above the umbilicus 
and complaint is made of metrorrhagia. The fre- 
quency of peritonitis has been decreased by the 
adoption of a flap operation of the Beck, Kroenig, 
or DeLee type. Local anaesthesia can be used with 
very little difficulty. 

BEck said that the low operation offers consider- 
able protection against peritonitis and the classical 
procedure should be limited to cases in which time 
isanimportant consideration. E. L. Cornett, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Tansinsin, M.S.: A Statistical Study of Puerperal 
Morbidity in Hospital Practice. Am. J. Obst. & 
Gynec., 1929, xvii, 98. 

On the basis of the rigid standard of the British 
Medical Association, the morbidity in 446 obstet- 
rical cases treated in St. Margaret’s Hospital, 
Shanghai, was 19.9 per cent. This included cases 
of delivery by physicians not on the staff who had 
privileges in this hospital, cases treated by midwives 
and physicians previous to their admission to the 
hospital, and operative and spontaneous deliveries 
of all types. When mercurochrome-acetone-alcohol 
solution was used in the preparation of the perineum 
the morbidity due to infection of the perineorrhaphy 
wound was only 1.56 per cent. 

Vaginal examination increased the risk of in- 
fection. 

Operative procedures were accompanied by an 
increase in the morbidity. The morbidity was high- 
est after cesarean section. 

Obstetrical morbidity due to pyelitis was high, 
2.46 per cent. Morbidity due to phlebitis occurred 
in only 1.13 per cent of the total number of febrile 
cases. The morbidity decreased with each sub- 
sequent pregnancy. 

Lactation seemed to be a factor in the causation 
of puerperal morbidity. E. L. Cornett, M.D. 


MISCELLANEOUS 


Eden, T. W.: The National Inquiry into the Causes 
of Our High Maternal Mortality Rate. Brit. M. 
1929, ii, 81. 

Eden states that the important problems as to the 
conditions determining the occurrence of puerperal 
infection, the causation of the toxemias and the 
haemorrhages of pregnancy, and the steps required to 
provide better and longer practical training in mid- 
wifery for medical students and midwives could not 
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be closely investigated by this inquiry and until 
they are solved, we can hardly expect to make any 
marked change in the figures of maternal mortality 
which have for so many years caused the members 
of the medical profession the greatest concern and 
have now roused the conscience of the nation itself. 

According to the findings of the Aberdeen inquiry, 
the maternal death rate of the unmarried mothers is 
more than double the total rate and the mortality 
from sepsis is 3 times as high as the total maternal 
death rate from sepsis. 

With regard to the health of the mother during 
pregnancy, the Aberdeen records from the antenatal 
departments show that, in general, 80 per cent of 
expectant mothers are classed as being in ‘‘good” 
health. Of those who died in the period covered by 
the inquiry, only 40 per cent were classed as having 
“good” health. 

The advantages of antenatal supervision were 
confirmed by the fact that the death rate among 
women who attended antenatal clinics was approxi- 
mately only one-half of that among those who did 
not attend such clinics (3.8 and 7.4 per cent, re- 
spectively). 

The total number of maternal deaths in the city 
from all causes in the period of ten years was 6.6 per 
1,000, a figure rather higher than the average for 
England and Wales. The number of maternal 
deaths in the 2,220 cases for which the institutions 
were directly responsible reached the astonishing 
figure of 14.9 per 1,000. The corresponding number 
among patients attended in the hospital districts 
was 5.6; that among patients attended privately by 
doctors, 6.9; that among patients attended by mid- 
wives only, 2.8; and that among patients attended 
by midwives with medical assistance, 2.5. ‘The death 
rate from sepsis was remarkably high also among 
women delivered in institutions and for whose care 
the institutions were solely responsible. The general 
mortality rate due to sepsis in Aberdeen during the 
period of the inquiry was 1.5 per 1,000, about the 
average for the whole country. In the remaining 
groups just specified it was below the average, at- 
taining the lowest point of all in the cases of women 
attended in the hospital districts, among whom the 
rate was only 0.7 per 1,000, that is, less than half of 
the general septic rate. The report does not dis- 
tinguish the results in private nursing homes from 
those in other institutions. ‘Thus the institutional 
death rate from albuminuria and convulsions is 
more than 2% times as high as the general rate for 
that condition in the city (no emergency cases being 
included), the rates being 2.7 and 1.0 per 1,000 re- 
spectively. Also the death rate from haemorrhage is 
more than double the general rate for that condition 
(1.4 and 0.7 per 1,000). As the report does not dis- 
tinguish between antepartum and postpartum hem- 
orrhage, the obstetrical significance of the latter 
figures is not very clear. 

It is evident, then, that the death rate from sepsis 
in the institutions was exactly 3 times as high as the 
death rate from that condition in the whole city (4.5 


and 1.5 per 1,000). For this fact no explanatory cir- 
cumstances are mentioned in the report. 

The instructive findings of this report are: (1) the 
evidence suggesting that the general health, and per- 
haps also the physique, of the mother has more 
influence upon maternal mortality than has been be- 
lieved heretofore, and (2) the relatively high mor- 
tality from all causes among women whose confine- 
ment had been managed throughout in the in-patient 
departments of hospitals and other institutions. 

A considerable part of the report deals with the 
causation of puerperal infection. The bacteriologi- 
cal work confirms the view, now almost universally 
accepted, that a haemolytic streptococcus is the 
causative organism in all but a small minority of 
cases. The question as to how this organism gains 
access to the maternal passages is discussed. The 
theory that streptococci may make their habitat in 
the cervical and vaginal secretions during pregnancy 
and, after labor, may become active and invade 
lacerations or the placental site is dismissed as being 
applicable to only a very small proportion of cases. 
Weare told that the natural habitat of the hemolytic 
streptococcus is the throat. Great importance is 
attached to the possibility of ‘‘droplet infection,” 
that is, infection of hands, instruments, or appliances 
by droplets of saliva expelled in speaking or cough- 
ing from the mouth of a carrier of the hemolytic 
streptococcus. In support of this view it is men- 
tioned that in January, 1928, an outbreak of puer- 
peral fever occurred in a maternity institution in 
Aberdeen. Of the 12 women who became infected, 
4 died. The outbreak was found to be due to the 
hemolytic streptococcus. Simultaneously there was 
an outbreak of icterus neonatorum which proved 
fatal in 7 cases, and in 2 of the fatal cases the hemo- 
lytic streptococcus was proved to be the cause of the 
infant’s death from septicemia. In 5 of the throat 
cultures taken from the 12 nurses in the institution, 
the hemolytic streptococcus was found. Seventeen 
contacts among patients were also examined, with 
the result that in 8 of them hemolytic streptococci 
were found in either the throat or the uterus or both. 
Accordingly, 8 of 17 persons examined were found to 
be carriers. 

In considering puerperal sepsis we must face the 
fact that in institutions this disease still assumes 
epidemic form although the outbreaks are not com- 
parable in extent or severity to those which devas- 
tated lying-in hospitals so frequently in pre-anti- 
septic days. 

It would appear that the provision of adequate 
facilities, whether public or private, for the isolation 
of all septic cases must be regarded as essential, and 
that isolation must be effected immediately, as in 
the case of all other notifiable infectious fevers, for 
every day’s delay multiplies the risks. In fact, an 
isolation block is essential in a properly equipped 
maternity hospital. 

The report has been able to differentiate between 
the cases attended by doctors and those attended by 
midwives. From a comparison of the results it ap- 
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pears that the doctors’ cases showed a general mater- 
nal mortality rate of 6.9 per 1,000, and the midwives’ 
cases a rate of only 2.8 per 1,000. Attention has been 
called by Dame Janet Campbell, in the Ministry of 
Health reports, to the fact that the returns of mid- 
wives’ cases in many localities show a death rate 
well below the average maternal death rate; and 
Fairbairn has shown that the picked body of mid- 
wives who work for the Queen Victoria’s Jubilee 
Institute for Nurses has achieved even better re- 
sults than those disclosed by the Ministry of Health 
and that their results are progressively improving. 

Midwifery has long been regarded as an essential 
subject in the examination for registration as a medi- 
cal practitioner and has taken its place alongside 
medicine and surgery in the foundations of medical 
education. To withdraw it from the sphere of the 
general medical practitioner would be to change its 
status as a basic subject in medical education and 
would deprive the practitioner of work which he can 
undoubtedly be trained to do with success and with 
advantage to the community. 

It would indeed constitute a serious indictment of 
the medical profession if the opinion became estab- 
lished that partly trained women are more success- 
ful in the management of normal obstetrical cases 
than are fully trained obstetricians. 

Cart H. Davis, M.D. 


Gibberd, G. F.: A Contribution to the Study of the 
Maternal Death Rate. Lancet, 1929, ccxvii, 535. 


This study is based on a comparison of the mid- 
wifery in the Guy’s Hospital Maternity District as 
it is today and as it was sixty years ago. 

In the twelve years from October, 1863, to Sep- 
tember, 1875, the total number of women delivered 
was 23,591. There were 106 deaths, a maternal mor- 
tality of 4.4 per 1,000. If this figure is compared 
with the present-day mortality rate for the country 
as a whole, the conclusion might be drawn that the 
“advances” in midwifery during recent years have 
led to no decrease in the dangers associated with 
childbirth. Such a conclusion, however, is not neces- 
sarily correct as the comparison is unfair. A much 
more comparable series is that of the 21,423 “‘dis- 
trict”’ cases of delivery in the ten years from 1919 to 
1928 inclusive. This number includes the cases of 
all women domiciled in the Guy’s Hospital district 
and delivered by the hospital, whether the delivery 
took place in the patient’s own home or in the 
hospital. 

These 2 series of cases have been compared with 
reference to the maternal mortality rate. The differ- 
ence between them is mainly that the one represents 
midwifery practice sixty years ago and the other 
represents modern practice. In all other respects the 
2 groups are as nearly as possible identical, and any 
differences between them are to be attributed to 
inevitable changes in social conditions. By limiting 
the cases to patients domiciled in a compact “dis- 
trict” the distortion usually present in in-patient 
figures has been eliminated, and by including the 
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cases of all patients who, though domiciled in the 
“district,” were nevertheless delivered in the hos- 
pital, the distortion usually present in out-patient 
figures has been avoided. The series may therefore 
be regarded as a fair average sample of the general 
population, at least of the particular social class rep- 
resented by residents in the Guy’s Hospital district. 

The maternal mortality rate in the last sixty years 
has fallen from 4.4 to 1.03 per 1,000, and this im- 
provement can be traced directly to changes in 
obstetrical methods. The changes in practice have 
resulted in an increase in the amount of interference, 
but even so the frequency of interference at the pres- 
ent time is less than 9 per cent. It is contended that 
the increased interference up to this point is justified 
by the results obtained, and that it may be an im- 
portant factor in diminishing the death rate by 
eliminating those cases of profound obstetrical ex- 
haustion that must have occurred sixty years ago. 
It is to our improved aseptic and antiseptic tech- 
nique that we must attribute the fact that, in spite of 
the much greater frequency of interference, the 
danger of subsequent sepsis has been very much 
reduced. In cases of spontaneous labor the conscien- 
tious use of a simple antiseptic technique and strict 
attention to the principles of isolation have prac- 
tically abolished sepsis as a cause of death. 

Antenatal care has reduced the death rate in cases 
of disproportion and malpresentation, has made 
eclampsia a rare disease, and has improved the gen- 
eral health of the patient during pregnancy so that 
she is better able to face the risks of labor and the 
puerperium. 

The use of intravenous saline or gum-saline solu- 
tion or of blood transfusion has contributed largely 
to the reduction in the death rate from postpartum 
hemorrhage and placenta previa, but concealed 
accidental haemorrhage accounts for practically as 
many deaths as in former years, and the cause of 
death in these cases seems to be a profound toxemia 
which we cannot treat. In spite of the enormous 
amount of study that has been spent on the toxewmias 
of pregnancy since Galabin’s time, treatment for this 
condition, when it has once developed (whether in 
association with accidental hemorrhage or as ec- 
lampsia), is as ineffective as ever. Apart from the 
experience gained from periodical swings of the pen- 
dulum from radical to conservative lines of treat- 
ment, there is nothing of fundamental importance 
to add to the treatment of sixty years ago. We have 
succeeded in preventing eclampsia to a great extent, 
but we must not therefore imagine that we have 
advanced in our treatment of the condition when it 
has once developed. Under present conditions of 
practice, an occasional case of fulminating eclamp- 
sia or of concealed accidental haemorrhage occurs in 
spite of reasonable antenatal care, and it is in the 
treatment of such cases that modern methods have 
proved so disappointing. ‘To prevent a disease is cer- 
tainly better than to treat it, but until it is possible 
to prevent every case of severe toxemia there is still 
a need for efficient treatment. 
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In the cases of delivery in the period from 1863 to 
1875 the death rate from intercurrent diseases was 
0.32 per 1,000, whereas in the cases of delivery in the 
period from 1919 to 1928 it was 0.24 per 1,000, show- 
ing that antenatal care has been unable greatly to 
benefit the pregnant woman who is already seriously 
ill with some other disease. This is to be expected, 
since in such cases it is impossible to regard child- 
bearing as anything more than a contributory factor 
in the fatal outcome and we cannot expect antenatal 
treatment to cure the primary disease. The close 
approximation of the figures in the 2 groups is inter- 
esting in view of the question of the reliability of 
national mortality figures. How far do such figures 
include deaths from intercurrent disease? It is sug- 
gested that 0.3 per 1,000 may be taken as a true 
measure of the deaths from non-obstetrical causes 
in an average unselected practice. If this is true it is 
obvious that these cases become a serious factor only 
when the total mortality rate is very low. 

Cart H. Davis, M.D. 


Solomons, B., Taylor, W. A., Browne, O’D., Bourke, 
S., and Others: Reports of the Rotunda 
Hospital. Jrish J. M.Sc., 1929, 6 s., 329. 


During the year from November 1, 1927, to 
October 31, 1928, 2,346 cases were admitted to the 
wards of the Rotunda Hospital, 2,062 women were 
delivered, and 1,717 women were attended at their 
homes. In the last group there were 4 deaths—2 
from lobar pneumonia, 1 from sepsis on the sixth 
day (the baby was born before the arrival of the 
attendant), and 1 from central placenta praevia. 

In 128 forceps cases there were 9 stillbirths. Four 
deaths followed the administration of quinine and 
oil. Pituitrin is rarely given in the second stage of 
labor, but is considered of value in certain cases of 
delayed second stage. 

Albumin was found in the urine in 636 cases. 

There were 18 cases of definite eclampsia with 1 
death (a mortality of 5.5 per cent) and thedelivery 
of 13 live babies. The fatal case is discussed in 
detail. 

The submammary injection of saline solution is 
regarded as very necessary in cases of accidental 


hemorrhage. In 41 cases of hemorrhage there was 
1 death, a mortality of 2.4 per cent. 

In the 16 cases of placenta praevia there were no 
maternal deaths, but the fetal mortality was high. 

In 58 cases of uterine inertia there were 2 deaths. 

Cesarean section was done 43 times. In 1 case a 
minor cesarean section was done for the removal of 
a tumor. The classical operation was performed in 
24 cases and the low section in 19. Twelve of the 
sections were done on account of previous section. 
The indications were disproportion in 35 cases, 
placenta previa in 1 case, prolapse of the cord in 2 
cases, heart disease in 2 cases, contraction ring in 2 
cases, and vaginal tumor in 1 case. 

The authors emphasize the value of the lower 
segment operation. ‘They believe that since the 
introduction of this procedure pubiotomy has few 
indications. In the cases reviewed, 2 pubiotomies 
were done with 1 death. 

Twelve destructive operations were performed. 
The indications were disproportion alone in 4 cases, 
disproportion and hydrocephalus in 1 case, hydro- 
cephalus alone in 2 cases, and contraction ring, dis- 
proportion with hemorrhage, fetal ascites, neglected 
shoulder presentation, and a dead fetus and uterine 
inertia in 1 case each. 

In 128 forceps applications there was 1 maternal 
death. 

There were 4 cases of rupture of the uterus. Re- 
covery resulted in all. 

Labor was induced 94 times—with quinine and oil 
in 43 cases, by bougie in 19, by tents in 13, by punc- 
ture of the membranes in 10, and by quinine, oil, 
and bougie in 9. The use of quinine and oil is re- 
garded as the best method if absence of danger can 
be established. 

In 17 cases of prolapsed cord 12 live babies were 
delivered. In 1 case, cesarean section was done. 

There was morbidity in only 36 cases in which 
delivery occurred without operative interference, 
and in most of these it was not severe. Extrapelvic 
morbidity was present in 30 cases. 

In all, there were 16 maternal deaths. The fatal 
cases are reported in detail. 

A. H. GLappEN, Jr., M.D. 
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ADRENAL, KIDNEY, AND URETER 


Glaser, M. A., and Kutzmann, A. A.: Emulsified 
Campiodol as a Pyelographic Medium. Ann. 
Surg., 1929, XC, 270. 

The authors review the history of the develop- 
ment of opaque X-ray media for use in the body 
cavities from bismuth, colloid silvers, thorium 
nitrate, and halogen salts to campiodol, iodized 
rapeseed oil in the form of an emulsion. 

In the selection of an opaque medium it is neces- 
sary to consider the atomic weight, specific gravity, 
concentration, and total thickness. The most im- 
portant factor is the atomic weight. That of silver, 
107.7, represents about the limit. 

In the author’s’ studies saturated solutions of 
thirteen elements were made up in distilled water 
and compared with 5 per cent sodium iodide. When 
the shadow-casting property was less than that of 
sodium iodide the solution was discarded. When it 
was more, the solution was tested for toxicity. The 
element of choice was iodine, the atomic weight 
of which is 126.9. Compounds of iodine cast ade- 
quate shadows in low concentration and are readily 
soluble and of low toxicity. The organic compounds 
of iodine were discarded because they were too toxic, 
and many iodized oils such as fish oils and almond 
oil proved to be too irritating. 

Calza oil, campiodol, or iodized rapeseed oil, 
with a specific gravity of 0.914, has a saponification 
value of from 167 to 178, an iodine value of from 
93.5 to 105.6, and a viscosity of 250 at 100 degrees F’. 
Its elemental iodine content is 43 per cent. It 
deteriorates slowly on exposure to light or heat and 
casts an intense shadow. Its toxicity is very low 
and it causes extremely little irritation. 

Straight iodized oil is too viscid and non-miscible. 
Emulsions reduce greatly both of those undesirable 
properties. The best emulsions are made with 
acacia. A stable emulsion consists of one-half 
acacia and one-half iodized oil. This preparation is 
put up in sterile sealed ampoules and is sterilized 
by pressure at 100 degrees C. The produce is mis- 
cible with water and of low viscosity. It gives an 
excellent shadow and does not precipitate with 
urinary salts. It has been used successfully in 
twenty-five cases and is as satisfactory as 12.5 per 
cent sodium iodide. BENJAMIN F. Router, M.D. 


Fleischman, A. G., and Anderson, B.: Infantile 
Kidney. J. Am. M. Ass., 1929, xciii, 12. 


Infantile kidney is rarely described in the litera- 
ture. It has been designated as ‘‘congenital atrophic 
kidney” and “renal hypoplasia.” The possible 
presence of the condition must be thought of when- 
ever renal surgery is contemplated. From the 


embryological viewpoint, infantile kidney is generally 
believed to be due to arrested fetal development. 
There is ample evidence that atrophic changes in 
a kidney may result from various diseases, but it is 
extremely difficult to differentiate between the 
small kidney due to a pathological process and the 
atrophic kidney due to congenital maldevelopment. 

The infantile kidney varies in size from that of 
a small bean to that of a walnut. Its location is 
usually the same as that of the normal organ. 
Its pelvis may be similar to the normal pelvis. 
In some cases it may have only a single calyx and 
in others multiple small calyces. Histologically, 
the infantile kidney resembles the normal kidney 
except for a decrease in its cortical area and a 
marked deficiency in the number of glomeruli. 

The clinical diagnosis is not easy. Frequently 
there are no symptoms definitely suggesting the 
condition. The roentgenogram is seldom of assist- 
ance because of the extreme difficulty in obtaining 
a proper outline of greatly reduced kidneys. Cysto- 
scopy and pyelography and the usual standard 
functional test are of practical value. The blad- 
der is usually negative unless some concom- 
itant condition is present. ‘The ureteral orifices 
are also usually negative, although atrophic 
changes of the circular muscle about the meatus 
have been described. Examination of the urine 
obtained through a ureteral catheter from the 
infantile kidney may be negative with the usual 
chemical and miscroscopic tests unless some lesion 
is present. The amount of urine is usually consider- 
ably decreased, but the decrease may be due to 
reflex inhibition following cystoscopy. On the 
the other hand, the other kidney will secrete 
proportionately more urine in compensation. The 
dye output from an infantile kidney is always greatly 
diminished in amount, while that of the opposite 
kidney is increased. The appearance of the dye 
from the infantile kidney is delayed, while that 
from the opposite kidney is usually normal. An 
outstanding characteristic of infantile kidneys is 
their ability to concentrate urea within normal 
limits although they are not capable of full function. 

Pyelography is of value, but it must be borne in 
mind that the size of the renal pelvis is usually not 
a reliable index of the size of the kidney. The renal 
pelvis and calyces are exceedingly diminished in 
size compared with the normal. The pelvic outline may 
be completely effaced or the pelvis may havea normal 
shape and average size and the calyces may be 
more or less obliterated. The kidney may be s» 
undeveloped that the pyelogram may be of no aid. 
It is difficult at times to differentiate this anomaly by 
pyelography from renal tuberculosis, renal tumors, 
and chronic inflammatory lesions. 
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The decision with regard to surgery on a diseased 
kidney when the other kidney is infantile must 
be made cautiously because of the inability of 
the infantile kidney to undergo compensatory 
hypertrophy. Louis NEuWELT, M.D. 


Verney, E. B.: The Value of Physiological Tests of 
Renal Function. Brit. M. J., 1929, ii, 179. 


Verney distinguishes two types of renal reserve— 
the anatomical and the functional. The anatomical 
reserve is determined by the number of renal units 
in the kidney, which is roughly 10,000,000. It has 
been definitely proved that man is supplied with 
many more of these units than is necessary to meet 
the normal needs of the body. It has been proved 
also that the glomeruli work fractionally. The 
functional reserve is determined by the magnitude 
of the pressure stimulus to secretion and the tone of 
the secretory unit. It has been shown experimen- 
tally that there is a distinct relationship between the 
number of renal units and the magnitude of the 
pressure stimulus. A diminution of the anatomical 


reserve of the kidney is always partially or completely | 


compensated by encroachment upon the functional 
reserve. This fact is of importance since the secre- 
tion of urea and substances eliminated by a similar 
mechanism depends mainly upon the amount of 
kidney substance, while that of chlorides depends 
upon the rate of urinary flow. 

Theoretically there are three types of renal failure 
corresponding to the primary involvement of one of 
these reserve factors. The most serious is a diminu- 
tion in the number of renal units. Renal failure 
dependent upon the pressure stimulus and the tone 
of the secretory units may be temporary and ame- 
nable to treatment. 

As caffein increases the action of the glomeruli, 
the use of this drug as a test might give some indica- 
tion of the magnitude of the renal reserve power. 

The use of urea or phenol red is advisable as a test 
in cases of renal disturbances when their elimination 
under similar conditions by the normal kidney can 
be used for comparison and will indicate the reserve 
of the kidney. Etmer Hess, M.D. 


Boeckel, A.: Two Cases of Renal Tuberculosis with 
Closed Lesions Shown by Pyelography (Deux 
cas de tuberculose rénale avec lésions ‘“exclues” 
révélées par la pyélographie). J. d’urol. méd. et 
chir., 1929, XXvii, 343. 

The first case reported by the author was that of 

a woman who entered the hospital on account of a 

staphylococcus perinephritic abscess. Operation was 

followed by slightly defective function of the kidney 
with persistence of a fistula. Pyelography then 
showed absence of the upper calyx, suggesting 
exclusion of the region of this calyx. Nephrectomy 
verified this theory. The kidney showed several 
cavities in the upper pole, the largest one the size of 

a cherry. The cavities were filled with thick pus and 

surrounded by a caseous tissue lined with a sclerotic 

membrane. None of them communicated with the 


pelvis. ‘The exclusion of the diseased part of the 
kidney was complete. 

In the second case the exclusion was in the proc- 
ess of development. The patient was a man thirty- 
four years of age who had suffered from intense 
cystitis with pyuria for about three years. During 
the past four months the kidney and bladder pain 
had stopped and the urine had become clearer. 

Examination showed definite tuberculosis of the 
right kidney with pus and bacilli, but as the function 
of this kidney was very good it is probable that the 
lesions were slight and recent. The left kidney was 
a deficient tuberculous organ. Clinical examination 
and pyelography indicated that the lesions of the 
left kidney were undergoing exclusion as there was 
no pyuria and the middle and lower calyces were 
lacking in the pyelogram. Auprry G. Morcan, M.D. 


Hunt, V. C.: The Method of Metastasis of Papillary 
Epithelioma of the Renal Pelvis. Surg. Clin. N. 
Am., 1929, ix, 853. 

The pathologists of the Mayo Clinic have grouped 
all kidney neoplasms into four groups, namely, 
hypernephromata, carcinomata, epitheliomata, and 
sarcomata. Of these tumors, all of which are highly 
malignant, the papillary epithelioma of the renal 
pelvis is the least dangerous as is evident from its 
cellular characteristics, extension, and metastasis. 
Hypernephroma, sarcoma, and carcinoma infiltrate 
the neighboring tissues and produce early remote 
implantations by way of the renal vein. The papillary 
epithelioma does not infiltrate, but progresses by 
direct extension or implants along the mucous 
membrane of the pelvis and calyces of the kidney, 
the ureter, and the bladder. 

In a review of the cases of primary papillary 
epithelioma of the renal pelvis observed at the 
Clinic it was found that bladder metastasis occurred 
in two-thirds, being present either at the initial 
cystoscopic examination or following nephrectomy 
or nephrectomy with partial ureterectomy. As the 
ureter was found involved on numerous occasions, 
partial ureterectomy was performed when the 
diagnosis of papillary epithelioma was made previous 
to, or at the time of, operation. Nephrectomy with 
partial ureterectomy is sufficient for the other 
malignant tumors of the kidney, but was found to 
be insufficient in cases of papillary epithelioma, even 
when the ureter was removed at the base of the 
bladder. Experience has taught that the intra- 
mural portion of the ureter must be removed, and 
that when the mucous membrane adjacent to the 
ureteral orifice is involved, resection of the bladder 
wall 1 cm. beyond the area of extension is necessary. 
Up to the present time no recurrence has developed 
in cases in which this technique was employed. 


Pack, G. T., and Buzzanca, R.: Experimental Pro- 
duction of Epithelial Hyperplasia of the Renal 
Pelvis. Am. J. Surg., 1920, vii, 221. 


The authors introduced rough sterile pebbles into 
the pelvis of the left kidney of a series of rabbits to 
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observe the effect of the presence of these stones on 
the renal epithelium. The animals were sacrificed 
after periods varying in length up to one hundred 
seventy-seven days. 

In 50 per cent of the calculous pelves some degree 
of epithelial hyperplasia could be seen microscopi- 
cally. In the cases of three rabbits definite papillo- 
matous hyperplasia occurred. The degree of change 
in the renal epithelium was directly proportional to 
the length of time the pebbles were in the kidney. 

The authors conclude that hyperplasia of the 
transitional epithelium of the renal pelvis is a fre- 
quent and early response to the presence of renal 
stones. Occasionally, benign villous papillomata of 
the renal pelvis follow irritation by renal stones. 
They occur later than the more frequent simple 
hyperplasia. Urinary stasis is suggested as one of 
the factors involved in the genesis of tumors in the 
renal pelvis. Henry L. Sanrorp, M.D. 


Gruber, C, M.: The Ureterovesical Valve. J. Urol., 
1929, XXii, 275. 

Gruber states that reflux of urine from the bladder 
into the ureter is readily caused in experimental 
animals and may occur in man and in dogs when 
the ureteral orifices are injured. Under normal 
conditions the oblique passage of the ureter through 
the bladder wall serves as a sphincter to prevent it. 
In the normal bladder of man and the cat, dog, pig, 
and monkey, reflux does not occur unless the pres- 
sure is excessive and the volume of fluid exceeds that 
normally found in the bladder. In the rabbit the 
fibers which loop over the urethral orifice from Bell’s 
muscle are poorly developed or missing. 

In the author’s experiments, destruction of the 
intravesical ureter permitted reflux of fluid from the 
bladder to the ureter in all cases except one. Over- 
dilatation of Bell’s muscle pulled the ureterovesical 
valve toward the urethra and bladder wall and 
opened the urethral sphincter. Etmer Hess, M.D. 


BLADDER, URETHRA, AND PENIS 


Temkin, I.: Tumors of the Urinary Bladder (Harn- 
blasengeschwuelste). Verhandl. d. 2 Kong. Russ. 
Urol., Leningrad, 1927. 


Of 150 tumors of the urinary bladder which were 
seen in the urological clinic of the University of 
Moscow, 138 occurred in males. All were of an 
epithelial character. In 13 cases the appearance of 
the neoplasm had been preceded by a long-continued 
local affection. In 2 cases there was a bladder stone; 
in 3 cases, a urethral stricture with secondary cysti- 
tis; in 2 cases, trauma to the bladder; in 1 case, 
prostatitis; and in 1 case an ulcer at the site of the 
subsequent tumor. Three of the patients were 
anilin workers. Heredity was a factor in 10 cases 
(6.66 per cent). In 1 case there was a simultaneous 
tumor elsewhere (carcinoma of the stomach). 

In 40 cases the tumor was in the region of the 
ostia; in 34 cases, in the trigone and fundus; in 32 
cases, in the neck of the bladder; in 38 cases, in the 
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lateral wall; and in 22 cases, in the upper wall. A 
single tumor occurred in 1o1 cases, double tumors 
in 17, and multiple growths in 27. The number in 5 
cases is not recorded. Multiple papillomata occurred 
in 18 per cent of the cases. 

According to the usual classification, 55 of the 
neoplasms were benign and 66 were malignant. The 
nature of 29 was undetermined. Several clinically 
benign tumors were shown on histological examina- 
tion to be cancers. In 1 case there was malignant 
degeneration of a tumor which had been benign for 
eighteen years. Recurrences had a more malignant 
course than primary tumors. 

In the majority of the cases hematuria was the 
first sign. In 7 cases it was absent macroscopically, 
and in 2 it was absent microscopically. Wide-spread 
metastases were not observed. In some cases there 
was involvement of the retroperitoneal lymph 
glands. The low incidence of metastasis and the 
late development of cachexia are explained by the 
relatively poor lymph-vessel supply of the bladder. 

E. Banner-Voict (Z). 


Kreuzenburg, Helfer, Fedorov, Hagen-Torn, and 
Others: Discussion on Tumors of the Bladder 
(Aussprache zum Hauptthema: Geschwuelste der 
Harnblase). Verhandl. d. 2 Kong. Russ. Urol., Len- 
ingrad, 1928. 

KREUZENBURG (Marinpol) said that he had ob- 
tained no diagnostic aid from the Botelho test. 

HELFER (Kiev) reported that the Botelho test 
was done on 918 patients at the Medical Clinic of 
Kiev. Of 242 cases of carcinoma, it was positive in 
90.5 per cent, and of 676 cases of non-carcinomatous 
conditions, it was positive in 14 per cent. In the 
urological division of the same institution it was 
positive in more than half the cases of carcinoma. 
Hematuria and pyuria do not influence the result. 

Feporov (Leningrad) reported that partial re- 
section of the urinary bladder was followed by re- 
currence in from 80 to 85 per cent of the cases and 
gave good results only when the bladder wall alone 
was involved. When the lesion is situated in the 
trigone or the neck of the bladder, total extirpation 
is absolutely necessary. The end-results of radium 
treatment are not yet known. In extirpation of the 
bladder in women, the operation may be facilitated 
by previous dissection of the urethra through the 
vagina and its ligation and invagination into the 
bladder. Early diagnosis and operation are the 
chief requisites for success. 

HAGEN-T orN (Leningrad) stated that he is not sat- 
isfied with the reported results of endovesical treat- 
ment, and emphasized the good results of operative 
treatment. In cases of malignant tumors he has 
found the extraperitoneal extirpation of the bladder 
according to the Fedorov method of great value. 

ILyj1nskiJ (Moscow) reported that he had seen good 
results in 40 cases treated by electrocoagulation. He 
does not approve of chemical coagulation (19 cases). 
At autopsy in 12 cases of carcinoma he found the 
cause of death to be sepsis, septic pneumonia, 


138 INTERNATIONAL ABSTRACT OF SURGERY 


involvement of the prevesical tissues, and metastases 
from prostatic involvement. 

VaScEvic (Moscow) proposed that every person 
forty years of age should beexamined cystoscopically 
in order that bladder tumors may be discovered early. 
He has seen no good results from partial resection. 

AvaPIn (Charkow) advised the use of ro per cent 
resorcin to prevent dissemination of the tumor cells 
during operation. 

SMITTEN advocated a two-stage transplantation of 
the ureters. 

Martynov (Moscow) reported a case in which 
extirpation of the bladder was followed by freedom 
from recurrence for two years. 

Mucnanze (Tiflis) stated that of 20 cases treated by 
electrocoagulation, good results were obtained in 15. 

SoxoLow (Moscow) and CHazanov (Moscow) 
each reported a successful extirpation of the bladder. 

VasirjEV (Leningrad) recommended electroco- 
agulation for benign and transitional forms of tumor. 

Murtycjanc (Moscow) stated that he has ob- 
tained better results from chemical coagulation with 
collargol than with trichloracetic acid. 

Cuotcoyv (Leningrad) concluded on the basis of 
his own experience that when electrocoagulation is 
employed all papillomata should be considered 
benign. 

LezNnER reported on 2 cases of bladder extirpation 
under lumbar anesthesia in which good results were 
obtained. E. Banner-Voict (Z). 


Hermann, H. B.: Metastatic Tumors of the Uri- 
nary Bladder Originating from Carcinomata 
of the Gastro-Intestinal Tract. J. Urol., 1929, 
xxii, 257. 

The author reports a case in which, five years 
after gastric resection, an ulcerated lesion appeared 
on the lesser curvature of the stomach near the line 
of the resection and the posterior wall of the urinary 
bladder was found to be markedly infiltrated. Micro- 
scopic examination showed that both lesions were 
adenocarcinomata. Examination of the lumbar 
lymphatic glands revealed no indication that the 
carcinoma traveled by the lymphatic route. 

In ten cases of carcinoma of the gastro-intestinal 
tract in the male which are reported in the literature, 
metastasis to the urinary bladder occurred once, 
and in twelve cases of Krukenberg tumors, it 
occurred six times. The metastasis of tumors of the 
Krukenberg type to the ovary and bladder is 
believed to take place in a retrograde manner by 
way of the lymphatics. 

The local functional disturbances in the bladder 
caused by a metastasis depend upon the portion of 
the bladder that is involved. Eimer Hess, M.D. 


Hinman, F.: The Surgery of Tumors of the Bladder. 
California & West. Med., 1929, xxxi, 116. 


Hinman says that the latest epochal advance in 
the surgical treatment of tumors of the bladder was 
Beer's introduction of fulguration in 1910. The 
newest treatment, irradiation, has been overrated as 


the result of hopeful enthusiasm. Progress in the 
cure of malignancy of the bladder by means of it 
has now reached a deadline. 

In the treatment of tumors of the bladder, surgery 
must always be considered in close relationship to 
both fulguration and irradiation. All bladder tumors 
are potentially malignant. The degree of malignancy 
depends largely on how extensively the neoplasm 
infiltrates the bladder wall. 

In the diagnosis, several cystoscopic examinations: 
may be necessary. The cystoscope will show whether 
the tumor is papillary, pedunculated, or sessile. 
Ulceration and infiltration are reliable indications 
of malignancy. 

Primary adenocarcinoma of the bladder is rare. 
The secondary form is pedunculated. 

Hinman subjects all papillary villous growths to 
fulguration. In cases of malignant papilloma and 
papillary caicinoma, fulguration often results in 
cure. It may fail to effect a cure if there is marked 
infiltration, and will probably fail unless it is suc- 
cessful at the first application. If the tumor is 
resectable, surgery should be resorted to next even 
if ureteral transplantation will be necessary. If it 
is not resectable, radium or transvesical diathermy 
should be used. If the tumor is flat and infiltrating 
and shows a crater ulcer, fulguration will not avail 
and radium irradiation or surgery is indicated. 

Surgery of the bladder is described as radical, 
therapeutic, or palliative. Radical surgery is com- 
plete removal of the tumor or even of the bladder 
with transplantation of the ureters. Therapeutic 
surgery is done for the open treatment of tumors. 
Palliative surgery is performed for the relief of 
urinary obstruction. 

The high mortality of bladder surgery is due 
not only to the condition for which the surgery is 
done but also to defects inherent in the operation. 
The surgical trauma and difficulty of drainage are 
sometimes as great in cystotomy as in resection. 
An important factor militating against recovery 
is ureteral abnormality. In practically all cases of 
postoperative death, pyoureter, pyonephrosis, or pye- 
lonephritis is found. 

The author has no faith in radium treatment of 
deeply infiltrating tumors as none of his patients 
subjected to it for such growths survived for longer 
than a year. He believes that when fulguration 
fails, resection or cystectomy should be done. 

The operative risk of resection in cases of bladder 
tumors is greatly reduced by careful preparation of 
the patient, measures to assure ureteral patency and 
eliminate infection, and dependent drainage. 

BENJAMIN F. ROLLER, M.D. 


Campbell, M. F.: Stricture of the Male Urethra: 
The Prognosis as Based upon a Study of 1,244 
Cases. N. York State J. M., 1929, xxix, 1135. 


The prognosis of stricture of the male urethra 
depends upon the character of the inflammatory 
scar and the thoroughness of treatment. The 
intelligent use of steel sounds will cure the condition 
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in a few cases and will control it in all. In the pres- 
ence of periurethral infection, impassable strictures, 
or strictures which do not respond properly to the 
use of sounds, operative procedures are necessary. 
It should be impressed upon the patient subjected 
to urethrotomy that the operation is only a step 
toward the cure. Urethral dilatation must be begun 
soon after the operation and must be continued 
until the urethra remains dilated. Even then, it is 
important that sounds be passed two or three times 
a year. Of patients not treated in this way, a third 
will require re-operation, and a fourth of this num- 
ber will require re-operation within ten years. 

In the determination of the prognosis in a given 
case the renal function and the presence or absence 
of renal complications must be taken into account. 

Louis NEuwe tt, M.D. 


Martin-Laval: The Late Result of a Urethroplasty 
10 Cm. in Extent After Traumatic Rupture of 
a Constricted Urethra (Résultat éloigné d’une 
urétroplastie sur une longueur de ro centimétres 
aprés rupture traumatique d’un urétre rétréci). J. 
d’urol. méd. et chir., 1929, XXvii, 340. 


The case reported was that of a man fifty-four 
years of age who fell astride an iron beam. A few 
hours later, during the night, the scrotum swelled 
and a few drops of blood were passed at the begin- 
ning and end of micturition. The next day the 
patient had a chill and fever. 

The autkor made a diagnosis of rupture of the 
perineobulbar part of the urethra with acute 
periurethritis. He advised immediate operation, but 
the patient would not consent to it. Three days 
later the patient was admitted to the hospital with 
extensive gangrene of the scrotum and oedema of the 
perineum. Operation showed a perforation on the 
right lateral surface of the bulb about 6 cm. above 
the cul-de-sac. This was evidently the site of the 
rupture. There was also a stricture of the urethra 
which would admit only a filiform bougie. The bougie 
was stopped completely 1 cm. above the perforation. 

After the signs of infection had disappeared the 
author made persistent attempts to dilate the 
stricture, but was unsuccessful. The stricture seemed 
to be in the form of a solid cuff rather than a series 
of consecutive rings as is generally the case. Under 
spinal anesthesia the author lengthened the ure- 
throstomy incision to include all of the penile urethra, 
and after having destroyed the hair of the adjacent 
skin by diathermy he reconstructed a urethra with 
skin flaps. The length of the reconstructed urethra 
was 10cm. When cicatrization was complete and the 
cystostomy wound closed the urethra admitted a 
No. 21 bougie. Today, three years after the oper- 
ation, it readily admits a No. 41 Béniqué bougie. 

In this case the indication for urethroplasty was 
absolute because of the impossibility of dilating the 
urethra. A medicolegal question was involved since 
while. the rupture was certainly caused by the in- 
dustrial accident the patient had an old gonorrhceal 
stricture which involved the danger of periurethritis 
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at any time. Nevertheless he had been able to work 
up to the time of the accident. The insurance com- 
pany granted him a pension of 15 per cent of his 
wages. 

The author concludes that in cases of stricture 
that cannot be dilated, urethrostomy is the treat- 
ment of choice, and that, if necessary, this should 
be followed by a plastic reconstruction of the 
urethra. Auprey G. Morean, M.D. 


GENITAL ORGANS 


Wildbolz, H. N.: The Technique of Perineal Pros- 
tatectomy and Its Clinical Results (Die Technik 
der perinealen Prostatektomie und ihre klinischen 
Erfolge). Verhandl. d. deutsch. Gesellsch. f. Urol., 
1929, p. 118. 


The author recommends perineal prostatectomy 
on the basis of 341 cases, emphasizing especially the 
importance of preserving the external sphincter 
muscle. After cutting of the recto-urethral muscle 
the region of the pars membranacea and the apex of 
the prostate is subjected to minimal disturbance. 
The posterior surface of the prostate is exposed at a 
point 1 or 2 cm. from the apex and then the fascia of 
Denonvillier and the so-called capsule of the prostate 
are split 1 or 2 cm. toward the bladder from the apex. 
From this incision the adenoma at its lower pole can 
be easily shelled out intracapsularly and so far 
loosened from the urethra that a transverse incision 
made close against the lower edge of the loosened 
adenoma opens the urethra behind the colliculus, i.e., 
bladderwards from it. The intact part of the pars 
prostatica urethra then retracts backward and is 
further protected. 

The internal sphincter is more difficult to protect, 
but may be easily re-united when the stitches are 
placed to unite the stump of the urethra to the neck 
of the bladder. The operation is completed by 
sewing the split capsule of the prostate lengthwise 
over the urethra with interrupted sutures and 
placing a thin perineal rubber drain through the 
incision into the capsule but not into the bladder. 
Tamponade is not used. A catheter is left in place 
until the third or fourth week. After its removal, 
transitory mild incontinence sometimes occurs. This 
persists several weeks in only 2 per cent of the cases 
and longer than four months in 1.5 per cent. 

The second danger of the operation is inadvertent 
opening of the rectum. This occurred in 9 of the 
cases reviewed. In 4, the fistula soon closed again 
spontaneously, and in 4 it was closed by operation. 
In 1 case death occurred from an intercurrent 
disease. 

The danger of hemorrhage is slight. In 1 case of 
ichorous cystitis a septic hemorrhage occurred. 

Attention is called to the rapidity of healing. In 
74 per cent of the cases the wound was closed at the 
end of fourteen days, and in 17 per cent after three 
weeks. In only 9 per cent did healing require longer 
than three weeks. In 7 per cent it required four 
weeks and in 2 per cent longer than four weeks. The 
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mortality was 6 per cent, whereas in 112 suprapubic 
operations it was 15 per cent. 

In the discussion of this report VOELCKER said that 
his method, although different, is also a perineal pro- 
cedure. Of the sphincters, he holds the internus to 
be of greater importance since it maintains conti- 
nence also during sleep. He stated that a circular 
section of the internus may be excised, but that the 
sphincter should not be mangled or lacerated so that 
the ends can no longer be found. 

F REUDENBERG stated that the perineal route is the 
best one for carcinoma of the prostate, but for cases 
of hypertrophy he prefers the suprapubic route. He 
agreed with Wildbolz that the externus is the more 
important muscle. 

LowsLey emphasized the preservation of the 
externus in the Young operation and recommended 
the tongue-shaped incision in the posterior lobe of 
the prostate which gives excellent exposure (300 
operations). J. VoLKMANN (Z). 


MISCELLANEOUS 


Bas¢, H. J.: Hereditary Congenital Anomalies of 
the Genito-Urinary Organs. Am. J. Surg., 1929, 

vil, 21T. 
Bazg reports the findings of necropsies performed 
during a period of six years on 5,600 animals in an 


investigation of the susceptibility of fast-growing 
embryonic tissues and the gonads to the effect of 
roentgen-ray irradiation. One thousand and fifty- 
seven of the animals showed kidney defects. In 
1,000 of the latter, one or both kidneys were miss- 
ing at birth, and in 48 one or both kidneys were 
found to be hydronephrotic soon after birth. In 17, 
one or both testes were abnormal. These anatomi- 
cal abnormalities appeared in the descendants of 
roentgen-ray male and female mice. They were not 
found in the control animals. 

The same group of rats showed eye and limb de- 
fects associated with localized disturbances in the 
circulation. Bagg concludes that there was a tem- 
porary stage of lymphatic stasis which was soon 
followed by a moderate or an extensive extravasa- 
tion of blood with the formation of a well-defined 
hematoma, and that the time of appearance and the 
extent of the hematoma determined the type and 
degree of the defect. The kidney and testicle defects 
may have been due to a similar process. 

Bagg believes that his findings may have a clinical 
application, indicating the need of caution in the 
irradiation of women over the region of the ovaries 
during the child-bearing period, and of men over the 
region of the gonads when the product of the gonads 
may enter into a later pregnancy. 

Henry L. Sanrorp, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 
Geschickter, C. F., and Copeland, M. M.: Osteitis 
Fibrosa and Giant-Cell Tumor. Arch. Surg., 

1929, Xix, 169. 

This report is based on a study of over 400 cases of 
tumors in the giant-cell group. In the authors’ opin- 
ion, osteitis fibrosa and giant-cell tumor are phases 
of bone repair—the first, a healing reaction, and the 
second, an active vascularizing phase. In the former 
there is a tendency toward spontaneous re-ossifica- 
tion or healing, and in the latter, a process leading to 
the formation of a mass of vascular tissue in which 
giant cells predominate. These two conditions are 
specific lesions of bone and are believed to be funda- 
mental in all pathological conditions of bone. 


BONE CYSTS 


The solitary bone cyst is a form of osteitis fibrosa 
found usually in the shafts of the long bones of young 
adults. In the material studied there were 175 cases 
of bone cysts. The average age of the patients was 
between ten and fifteen years. This age incidence is 
one of the outstanding clinical features of the dis- 
ease. More noteworthy than the age incidence is 
the location of the tumors. In the great majority of 
cases the lesions are confined to the upper shaft of 
the femur, the humerus, or the tibia. At the age and 
in the location in which the tumors occur there is 
a relationship to an unossified epiphyseal line. The 
bone involved is an area of new bone in a meta- 
physeal region. Therefore the pathological process 
appears to be related to new bone formation. In the 
histological study the authors have traced such a 
relationship. Cases in which the solitary bone cyst 
is found in the region of the midshaft are explained 
by the longer duration of the clinical symptoms. 

The patient often comes under observation be- 
cause of trauma with pathological fracture. The 
clinical features of bone cyst are very mild. In the 
majority of cases, pain is slight. 

X-ray examination revealed the ununited epiphy- 
sis near the diseased area, the metaphyseal location 
of the lesion, and a central area of bone destruction 
casting little or no shadow. About the area of bone 
destruction the cortex is thin and expanded to form 
a symmetrical and fusiform swelling. In cases in 
which pathological fracture has occurred the mar- 
gins of the fracture show new bone formation cast- 
ing a dense shadow. Such a fracture tends to heal, 
and in the process of healing the lesion frequently 
ossifies and disappears. The bone shell about the 
cyst is rarely perforated except by fracture. 

The bone overlying the cyst varies in thickness, 
the thicker shell being found in cases of long stand- 


ing. Beneath the bone shell a connective tissue lining 
and fluid or solid fibrous tissue may be found. 

The contents of the cavity give no clue to an area 
of new cartilaginous bone formation such as the clini- 
cal features of age incidence and location would lead 
one to expect. In the shell of bone overlying the 
cavity there is frequently a thickness and firmness 
extending into the fibrous lining which suggests the 
formation of new bone, but the location indicates 
that it is proceeding from the cortical region of the 
shaft rather than from a central metaphyseal loca- 
tion. Except for this cortical reaction the gross 
specimens suggest a process of bone destruction 
rather than a process of new bone formation. 

Microscopic examination usually shows no evi- 
dence of bone destruction which would explain the 
cavity formation. Most of the tissue composing the 
cyst wall is fairly uniform and consists of spindle 
cells and fibroblasts with much clear intercellular 
substance. About the cyst wall there is a condensa- 
tion of connective tissue to form a fibrous lining. 
Beyond this lining layer fibroblasts are laying down 
intercellular substance, with the formation of osteo- 
blasts and the direct proliferation of new bone. 
Occasionally giant-cell areas with round cells may 
be seen along the cyst wall. In smaller cysts the re- 
mains of old hemorrhages may be found. 

Frequently an area with fresh blood will have a 
mixture of round and spindle cells in the neighbor- 
hood or, proximal to the new vessel, a sprinkling of 
large giant cells of the epulis type may be seen. This 
relation of round cells and giant cells to spaces of red 
blood cells is very significant since giant cells are 
associated only with new vessels and fresh hemor- 
rhages instead of with old blood within the cysts. It 
is therefore probable that the order of events is: 
(1) the formation of giant-cell areas followed by new 
blood vessels and hemorrhage; (2) absorption of the 
hemorrhage with cyst formation; and (3) lining of 
the cyst by fibrous tissue which is gradually trans- 
formed into bone. 

Bone of cartilaginous origin such as is seen in 
osteogenic sarcoma has not been observed. 

The authors conclude that osteitis fibrosa is not an 
inflammatory reaction in fibrous tissue or bone, but 
a process of repair constituting a natural defensive 
reaction of cancellous bone, cortical bone, and perios- 
teum against pathological invasion, regardless of the 
nature of the invading lesion. In most cases the re- 
action is found around an evacuated area of bone 
destruction. The reparative nature of the reaction is 
evidence clinically by the benign course of the lesion 
and its tendency toward spontaneous healing. It 
appears that the process soon becomes arrested or 
often progresses without noteworthy symptoms, for 
when the condition is recognized clinically and an 
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exploration is done the bone-destructive phase is 
practically always complete and only the healing 
phase is encountered. 


GIANT-CELL TUMOR 


Examination of the polycystic and giant-cell va- 
riants of osteitis fibrosa has led the authors to the 
conclusion that giant-cell tumor tissue is the earliest 
phase in the pathological process of bone cyst. 

Giant-cell tumor is a progressive bone-destroying 
lesion occurring in the epiphysis, where osteogenesis 
proceeds until late in life. In 40 per cent of the cases 
it occurs during the third decade of life. Its most 
common sites are the epiphysis of the lower end of 
the femur and radius and the upper part of the tibia. 
Although the giant-cell tumor is typically benign, 
recurrence developed in 32 of 226 cases reviewed. 
The patients gave a history of trauma, pain, tumor, 
and fracture. 

The roentgenogram emphasizes the destructive 
nature of the condition. The lesion is usually asym- 
metrically located in the epiphysis. The bone de- 
struction begins in a subcortical location at one side 
of the epiphysis and works its way toward a more 
central location at the expense of cancellous bone. 
The bony shell is extremely thin, and in 60 per cent 
of the cases studied it was perforated. The tumor is 
traversed by trabecule, and as it becomes larger 
first the trabeculae and then the bony shell dis- 
appears. 

Grossly, the tumor mass is usually hemorrhagic. 
It is like an old bruise, ranging in color from red to 
black. At operation it bleeds when touched, oozing 
like a sponge. Because of its asymmetrical position 
it borders upon cortical bone on its outer side in 
early lesions. Inwardly, cancellous bone is infil- 
trated. Everywhere about the tumor normal struc- 
tures are endeavoring to stem the invasion. The 
reactive tissue shows a histological structure typical 
of the fibro-ostosis seen in the wall of bone cysts. 
Indeed, the microscopic structure of the giant-cell 
tumor differs from that of bone cyst, not in kind, but 
only in degree. In the former there is more giant-cell 
tumor tissue and less fibro-ostosis, whereas in the 
bone cyst the fibrous proliferation and new bone con- 
struction predominate and there is little or no rem- 
nant of giant-cell tumor tissue. 

Histologically the tumor mass proper of the typi- 
cal giant-cell tumor is composed essentially of mul- 
tinucleated giant cells embedded in a mass of smaller 
round cells. There are usually over 30 giant cells to 
the field and each giant cell contains from 15 to 200 
nuclei. An outstanding peculiarity of the typical 
giant-cell tumor is the cellular stroma in which the 
giant cells are embedded. In this stroma, round and 
spindle cells are found, but the former outnumber 
the latter. There is apparently a definite relation- 
ship between the round cell of the stroma and the 
giant cell. When the giant cells are the predomi- 
nating type in the tumor the round cells prevail in 
the stroma. The nuclei of the giant cell always have 
the same general form as the nuclei of the round cell. 


Hemorrhage is a conspicuous feature of giant-cell 
tumor. Red blood cells in a well-preserved state in- 
filtrate the tumor. The typical giant-cell tumor is 
hemorrhagic and vascular. Areas of organizing 
hemorrhage are frequent. Bordering upon these is 
loosed cedematous tissue intermingled with areas of 
osteitis fibrosa. The spindle cells conspicuous about 
the new bone spicules are found also elsewhere in the 
tumor among the round cells of the stroma. Fine 
fibrils surrounding these spindle cells indicate their 
fibroblastic tendencies and identify them with the 
type of cells seen in osteitis fibrosa. When spindle 
cells predominate in the stroma of the giant-cell 
tumor, they indicate a healing process and mark the 
section as a variant (the spindle-cell or osteitis 
fibrosa variant of the giant-cell tumor). This im- 
portant group of hybrid tumors demonstrates a 
transitional phase between giant-cell tumor and 
osteitis fibrosa. Antuony F, Sava, M.D. 


Nové-Josserand and Pouzet.: The Late Effects of 
Acute Arthritis in the Child (Resultats éloignés 
de l’arthrite agué chez l’enfant). Lyon chir., 1929, 
xxvi, 375. 


This report is based on fifty cases of non-tuber- 
culous arthritis of the hip occurring in children under 
twelve years of age. In some of the cases the con- 
dition was suppurative and in others it was serous. 
Most of the patients were under two years of age. 
The authors state that arthritis may leave a variety 
of lesions, but before the age of nine years ankylosis 
is almost never observed. 

Subluxations are characterized by adaptation of 
the head of the femur to a newly formed facet at the 
level of the upper border of the acetabulum. Func- 
tion is good and a roentgenogram shows merely 
slight upward and outward displacement of the 
femur. ‘This lesion, which is the least frequently ob- 
served, is believed to be associated with a rather 
benign infection. 

In suppurative arthritis in early infancy there is 
primary bone destruction. The epiphysis disappears 
and the upper end of the diaphysis becomes adapted 
to the acetabulum. A nearthrosis forms, but it is 
poor and causes a marked limp. Occasionally, after 
a period of years, a new center of ossification appears 
at the site of the destroyed epiphysis. Shortening 
of 2 or 3 cm. is the rule, and because of the laxity of 
the joint the gait is imperfect. 

Bone destruction may be associated also with 
complete luxation. In such cases a nearthrosis 
sometimes forms, but often the femur floats without 
apparent means of support. Function is unsatis- 
factory, but there is good capacity for walking. 

In another group of cases the head and neck of 
the femur disappear entirely and the femur is re- 
duced to a straight shaft. Occasionally the femur re- 
mains sufficiently attached to the pelvis at the 
acetabulum to permit a fair degree of function, but 
asarule operative stabilization of the hip is necessary. 

Simple luxations occur without primary bony 
changes, but alterations of the joint surfaces follow 
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later as a result of adaptation. The arthritis is 
usually non-suppurative. In older children, un- 
treated simple luxation may result in ankylosis, but 
as a rule a rather imperfect nearthrosis forms with 
the femur in adduction. Except for an awkward 
limp, function is good. By reduction, perfect res- 
toration of function may be obtained. Poor results 
in older children may be caused by epiphyseal sep- 
aration or a fracture of the femur produced by 
efforts at reduction. 

The treatment of these lesions varies. The 
roentgenogram is of little help in determining 
whether or not the epiphysis is destroyed. The 
epiphysis may be decalcified and will re-appear 
later. Simple luxation should be reduced by simple 
traction during the acute phase and by careful 
manipulation during the first months of conva- 
lescence. In the cases of older children an attempt at 
reduction undertaken after six months usually re. 
sults in fracture. 

Vicious attitudes should always be combated. 
When destruction has occurred, measures to prevent 
them usually improve the adaptation of the bones. 
Old dislocations are usually quite solid and require 
no treatment. When the destruction of bone is 
extensive a buttressing operation should be done. 

Slight bony destruction without luxation gives 
rise to various functional disturbances. These are 
best treated by the application of an apparatus to be 
worn at night which maintains the member in 
abduction and internal rotation. The treatment 
should be begun early and continued for a long time 
to facilitate the re-adaptation of the softened head 
of the femur to the acetabulum. 

F, De Groat, M.D. 


Lange, M.: The Importance of Tension in Atrophy 
and Regeneration of Muscle (Die Bedeutung der 
Spannung fuer die Muskelatrophie und Muskelre- 
generation). Zéschr. f. orthop. Chir., 1929, li, 230. 


It is well known that the normal tension is the de- 
cisive factor in the function of muscle. Heretofore 
the author assumed that the weak functioning of the 
calf muscles after tenotomy in which the tendon was 
under slight tension, was due to mechanical causes, 
a part of the power of the muscle being used up for 
tension of the tendon. However, in experiments on 
animals he has found that decreased tension of the 
tendon may lead to marked atrophy of the corre- 
sponding muscle. Equally dangerous is too great ten- 
sion. Stoffel states that under marked tension the 
excretion of carbon dioxide by the muscle is increased 
and contraction under electrical stimulation proceeds 
slowly and tardily. When the tension is still further 
increased, atrophy begins. 

In investigations regarding the extent of muscle 
regeneration under various degrees of tension, 
Lange found that marked regeneration with com- 
plete replacement occurs only when the tension is 
normal. When the tension is too slight or too great, 
regeneration does not occur and degeneration be- 
gins. In rabbits, regeneration resulted in complete 
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replacement of half of the removed calf musculature 
in sixteen weeks. Deus (Z). 


Gaugele: Muscle Atrophy as a Result of the Wear- 
ing of Corsets and Bandages (Die Muskel- 
atrophie als Folge des Korsett- und Bandagentra- 
gens). Zischr. f. orthop. Chir., 1929, li, 223. 


In investigations regarding the occurrence of mus- 
cle atrophy from the wearing of apparatus, belts, 
bandages, etc., the author found no case of irrepa- 
rable atrophy of the legs caused by plaster bandages. 
Children cured of dislocation of the hip usually have 
no atrophy after three years, whereas those who 
have not been treated show permanent atrophy. 
The bandages used by the author and the Hessing 
apparatus have not caused atrophy. On the con- 
trary, they have strengthened the musculature in 
paralysis since in many cases the paralyzed extrem- 
ity has been enabled to meet functional demands up- 
on it only by the application of suitable bandages. 

The findings were similar with regard to the ef- 
fects of a corset worn for the correction of scoliosis. 
Muscular atrophy was always most marked in cases 
of severe scoliosis. It is therefore not the corset 
which produces the atrophy, but the scoliosis itself. 
Every measure, even the wearing of a corset, which 
inhibits the development of the scoliosis inhibits the 
development of atrophy, and every measure which 
decreases the scoliosis also decreases the atrophy of 
the muscles. Deus (Z). 


Gordon, D.: Observations on Impaired Shoulder 
Function and Methods of Treatment. Ann. 
Surg., 1929, XC, 341. 

This article is a résumé of the principles of 
symptomatic treatment of cases of disability of the 
shoulder joint in which the diagnosis is uncertain. 

Gordon emphasizes the importance of treating 
all shoulder conditions with the arm in abduction 
and under traction. This is indicated because changes 
of the joint itself may lead to ankylosis and because 
the shoulder group of muscles must be considered. 
When the movement of the shoulder is restricted by 
permanent changes, abduction is the position of 
choice for function. When the disability is due to 
extra-articular factors, abduction and traction are 
necessary to prevent the development of contraction 
of the adductor muscles. ELVEN J. BeRKHEISER, M.D. 


Patel: Primary Tuberculosis of the Costal Cartilages 
(Tuberculose primitive des cartilages costaux). 
Lyon chir., 1929, xxvi, 395. 

Patel reports the case of a woman twenty-five 
years of age who developed a typical cold abscess on 
the antero-inferior aspect of the thorax immediately 
to the right of the sternum. At operation, the center 
of the abscess was found to be occupied by the 
common cartilage of the sixth, seventh, and eighth 
ribs. The lesions of the cartilage were analogous to 
those of tuberculous osteitis. Resection of the car- 
tilage was followed by a cure that has lasted several 
years. ALBERT F, DE Groat, M.D. 
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Gunther, L., and Sampson, J. J.: The Radicular 
Syndrome in Hypertrophic Osteo-Arthritis of 
the Spine: Root Pain and Its Differentiation 
from Heart Pain. J. Am. M. Ass., 1929, xciii, 514. 

The authors discuss the radicular symptoms in 
hypertrophic arthritis of the upper part of the dorsal 
spine on the basis of fifty cases. They state that 
precordial pain of nerve-root origin, which is com- 
monly associated with hypertrophic arthritis of the 
spine, is distinguished by a close relation to move- 
ment of the spine, such as occurs in bending, raising 
the head on awakening, getting out of bed, sitting in 
one place for any considerable length of time, and 
lifting. It is delineated in broad belt-like zones along 
well-defined spinal root dermatomes and is con- 
stantly present in back of the chest as well as over 
the precordium. Associated sensory changes can be 
demonstrated which are bilateral, distributed ac- 
cording to spinal root zones, both in front and in 
back, and usually correspond to the entire dis- 
tribution of the roots in the area of subjective sen- 
sory disturbances. 

Precordial pain of nerve-root origin is relieved by 
removal of the aggravating mechanical factors, by 
the wearing of a mechanical appliance such as a 
corset or brace, and by the use of a resistant surface 
for sleeping such as is obtained by placing boards 
under the mattress. It does not respond to vasodil- 
ators such as nitrites. The response to effort is good, 
and the associated phenomena of cardiovascular 
disease do not dominate the picture. 

GrorGcE C. Henser, M.D. 


Hirsch, E. F., and Ryerson, E. W.: Necrosis of the 
Distal Epiphysis of the Right Femur. J. Am. 
M. Ass., 1929, xciii, 679. 

The authors review the literature on epiphyseal 
necrosis and report a case. Among those who have 
written on the condition are Axhausen, Sudeck, 
Kienbock, Hofmann, Looser, Schmorl, and Askana- 
zy. Axhausen expressed the belief that epiphyseal 
necroses are anemic infarcts of the bone caused by 
mycotic embolic occlusion of the vessels. 

The patient whose case is reported by the authors 
was first examined by Ryerson in 1913, when he was 
twenty-seven years of age. He gave a history of pain 
and intermittent limitation of motion in the right 
knee for five years and had been under the care of 
another orthopedic surgeon. 

An area of rarefaction in the lower end of the 
right femur was first disclosed by roentgenograms 
in 1921 and thereafter continued to increase in 
size. 

At operation, performed in 1927, the knee joint 
was resected and a long tibial graft was inserted 
into the medullary cavity of both the tibia and the 
femur. The patient made an uneventful recovery. 
The bone fusion healed completely in a few months. 

A definite diagnosis had never been established. 
The conditions considered by various orthopedic 
surgeons up to the time of operation were tuber- 
culosis, cyst, gonococcus infection, and sarcoma. 


Histological examination of the specimen revealed 
marked necrosis of the bone trabeculz and necrotic 
spicules of bone embedded in a myxomatous fibrous 
stroma. No bacteria were found. 

The outstanding clinical features of the case were 
the insidious onset of the condition and the long 
period of time during which a disease of the lower 
end of the femur accompanied by inflammatory 
changes of the soft tissues was known to exist. The 
exciting cause of the lesion and the factors respon- 
sible for its continuation remain uncertain. 

The case history is supplemented by roentgeno- 
grams taken before the operation and by photo- 
micrographs. Smpney Smpeman, M.D. 


Raszeja: Some Problems in the Physiology of the 
Knee Joint (Einige Probleme aus der Physiologie 
des Kniegelenks). Chir. Narz. Ruchu, 1929, ii, 21. 


According to the experimental resorption and the 
fate of exudates of blood in joints, the resorption of 
solutions and colloidal emulsions in joint cavities 
takes place very slowly. Resorption occurs accord- 
ing to the laws of simple diffusion. The electrical 
charge of the molecules is of no importance in its 
rapidity or course. Intra-articular exudates of blood 
are resorbed slowly. 

Coagulation of blood also takes place in the articu- 
lar cavity. The nature of the coagulation varies and 
is dependent upon whether the joint was in a state 
of rest or in motion at the time of the appearance of 
the exudate. A coagulation-inhibiting ferment is not 
demonstrable in the synovia. Among other fer- 
ments, the bone-catalyzing ferment of Bier and the 
cartilage-catalyzing ferment of Hempel are men- 
tioned. The author cites also his findings regarding 
lipolytic properties of joint fluid. The question as 
to whether these ferments originate in the blood or 
are organospecific has not yet been answered. The 
so-called synovial endothelium, the “mesothelium” 
of American investigators, is formed by squamous 
connective tissue cells, occasionally arranged in a 
single layer. In the very vascular subsynovial layer 
there are round, darkly staining mucin-forming cells. 
Up to the present time the influence exerted by the 
nervous system upon the formation of synovial 
mucin and the osmotic processes has been but little 
investigated. 

The author reviews comparative chemical and 
physicochemical studies of plasma and joint fluid, 
some of which were made by American investigators 
and others of which he made himself. He reports the 
values for residual nitrogen, albumin, sugar, sodium 
chloride, electrical conductivity, and hydrogen-ion 
concentration. These determinations were made on 
joint exudates of traumatic and non-infectious ori- 
gin. The diminution in the sugar concentration in 
the synovial fluid in relation to that in the plasma 
should be greater in non-infectious joint exudates 
than in tuberculous exudates. An increase in the 
albumin content in the joint fluid (normally from 
2.4 to 4.0 per cent) is followed by a diminution in the 
electrical conductivity, a diminution of the sodium- 
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chloride content, and an increase in the hydrogen- 
ion concentration. The markedly alkaline Ph values 
of 7.8 to 8.1 are paradoxical as, empirically, the au- 
thor has found the optimal lipase action in the syno- 
vial fluid to occur at Ph 7.8. 

In Raszeja’s opinion, trauma leads to primary 
physicochemical changes, that is, greater permea- 
bility of the capillaries and of the synovia for albu- 
min and hydrogen ions. As a result of these changes 
secondary anatomopathological changes develop. 

In the second part of the article the author takes 
up the special mechanics of the knee joint. He 
states that the flexion and extension movement in 
the knee is a mixed movement consisting in an un- 
rolling, a gliding movement, and a final gyrating ex- 
tension. The unrolling motion takes place in the 
first phase of the movement in flexion at from 15 to 
20 degrees. Its axis runs transversely in the articular 
cleft. The forced final gyrating extension occurs in 
the vertical plane at the outer side of the median 
condyle of the femur. The mixed movement peculiar 
to the knee joint is due to the incongruence of the 
articular surfaces and also, among other causes, to 
the tension of the ligaments. 

The crucial ligaments play an important part in 
the mechanism of the knee joint. During flexion 
they allow the unrolling motion up to only about 20 
degrees. In the last phase of the extension the 
stretched anterior crucial ligament is relaxed by the 
final gyrating movement, maximal extension being 
thereby rendered possible. In extension with the leg 
rotated internally the crucial ligaments are put 
under marked tension. In both crucial ligaments it 
is possible to distinguish portions which have differ- 
ent functions. The stiffening of the knee joint in the 
position of extension is produced by the lateral liga- 
ments which, in gyrating movements, act partly as 
antagonists of the crucial ligaments. 

The menisci, because of their elastic properties, 
change their form almost continuously according to 
the pressure to which they are subjected by the 
joint surfaces. The median meniscus is less mobile 
than the lateral meniscus. During flexion, both 
menisci change their position, slipping backward on 
the tibial articular surface. On extension, they re- 
turn to their original position. At the same time 
they both turn upon a peculiar vertical axis around 
the middle turning point of the “‘C.” In addition, 
they undergo changes in form during flexion and ex- 
tension. The sagittal diameter increases during ex- 
tension and decreases during flexion. Raszrja (Z). 


Pouzet, F.: Bone Tuberculosis Near the Knee 
Joint in Children (La tuberculose osseuse juxta- 
articulaire du genou chez Venfant). Rev. d’orthop., 
1929, XXXVi, 297. 

Juxta-articular bone tuberculosis must be studied 
for each joint separately because of the variation in 
the action of the epiphyseal cartilage and in the ease 
of surgical access to the different foci. 

The author reviews twenty-five cases of tuber- 
culosis of bone near the knee. In thirteen, the lesion 


145 


was in the femur, and in twelve in the tibia. In very 
young children the femur is more often affected 
than the tibia, and in older children the tibia is 
more often affected than the femur. In twelve of the 
cases reviewed the lesion was in the metaphysis; in 
ten, it was diaphyso-epiphyseal, straddling the 
epiphyseal cartilage; and in three it was in the 
epiphysis. Some of the metaphyseal lesions were at 
a little distance from the epiphyseal cartilage and 
others directly adjoined it. Roentgenograms are 
reproduced which show the rapidity with which 
these lesions may move away from the cartilage 
with growth. Diaphyso-epiphyseal lesions pre- 
dominated in the femur, whereas metaphyseal 
lesions predominated in the tibia. 

At operation, all of the six diaphyso-epiphyseal 
lesions were found to be purulent. Under a thinned 
or perforated cortex there was a cystic cavity which 
in three cases contained pus with a sequestrum and 
in the three others contained tissue with fungosities. 
In five cases the epiphyseal cartilage presented 
changes, and in three cases the epiphysis was in- 
volved. In one case the epiphysis contained a 
sequestrum. 

Of the eleven metaphyseal lesions, four presented 
an encysted focus with pus and a sequestrum; three 
presented diffusely purulent foci; and four presented 
poorly demarcated foci with fungosities or sequestra. 
In the cases in which the epiphyseal cartilage was 
examined it was never found involved. 

Cold abscess was present in eight cases. In two 
of the three cases of epiphyseal lesions with cold 
abscess there were encysted foci with an intact 
epiphyseal cartilage, and in the third there was a 
sequestrum consisting of the entire internal tu- 
berosity of the tibia. 

Clinically, the onset of the osteitis is characterized 
by pain or cold abscess or an articular reaction. 
Eight of the thirteen femoral lesions and two of the 
twelve tibial lesions in the cases reviewed began 
with an articular reaction. At the onset of every 
case of arthritis roentgenological study is important 
to distinguish the articular reactions that are 
symptomatic of osteitis. The later course of the 
condition is characterized by painful swelling above 
or below the joint, cold abscess, and articular reac- 
tions. Articular reactions are especially frequent when 
the lesion is in the femur. For complete healing 
of the synovial lesions, correct immobilization of 
the knee is necessary even after operation. 

Operation was done in twenty of the twenty-five 
cases reviewed. In fifteen, an articular reaction was 
absent or disappeared. Two patients died uncured. 
Three had a secondary arthritis. In the cases of 
two of these, resection was done. Of the fifteen 
cures, fourteen have been permanent. In one case 
the arthritis recurred after ten years and neces- 
sitated resection. Five very young children were 
treated by immobilization with resultant cure and 
good function. Of thirteen patients who were 
examined later for changes in the length of the bone, 
three presented shortening and five showed lengthen- 
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ing. Of eighteen cases in which an examination was 
made for lateral deviations (genu valgum and genu 
varum), such deviations were discovered in nine. 
Growth disturbances were found to be caused solely 
by the tuberculous change in the epiphyseal carti- 
lage; the method of treatment played no réle in their 
development. FiLoreNnce A. CARPENTER. 


Ihde, H.: On Muscular Hernia of the Leg. Acta 
chirurg. Scand., 1929, lxv, 97. 

The author has collected twelve cases of muscular 
hernia of the anterior aspect of the leg. He dis- 
tinguishes two types of such hernia, the traumatic 
and the constitutional or distention type. Con- 
stitutional hernia are generally found in persons 
with mesodermal weakness. Of the cases collected by 
the author, four were of the traumatic type and eight 
of the constitutional type. 

Distention hernia cause more complaints that 
traumatic hernia because of the nervous character 
of the persons in whom they occur, because of a 
progressive or intermittent increase in their size, 
and because of secondary hernie or ruptures oc- 
curring in the aponeurosis. 

Traumatic ruptures of fascia or muscle are rare 
and frequently heal without giving rise to hernia. 

Distention gaps in the fascia of the leg are not un- 
common. They bear a relation to muscular hernia 
comparable to that of wide inguinal canals to 
inguinal hernia. 

The diagnosis of muscular hernia is easy but far 
from unimportant with regard to the possible 
sociomedical and medicolegal consequences involved. 

Muscular hernia of the leg rarely requires oper- 
ation. The author operated upon three cases of con- 
stitutional hernia which had been causing symptoms 
over a period of months. A good result was ob- 
tained. The indications for operation are more ab- 
solute in traumatic hernia and more relative in 
constitutional hernia. 

As radical treatment, the author recommends 
myelocectomy with suture of the muscle, fascia, 
and skin in stages. Simple suture of the fascia is 
seldom sufficiently strong to prevent recurrence. 


Zerenko, P.: Necrotic Osteochondro-Arthropathy 
of the Koehler Type (Zur Klinik der Osteochon- 
droarthropathia necroticans von Koehlerschen Ty- 
pus). Arch. f. orthop. Chir., 1929, xxvii, 11. 


The condition discussed by the author is localized 
in the head of the second or third metatarsal bone of 
one or both feet and is characterized by caries. It 
occurs most frequently in young persons and more 
commonly in females than males. Its course is slow. 
It causes pain and static and dynamic disturbances 
in the foot. 

The author reviews 17 cases of his own and 130 
collected from the literature. According to the 
changes in the bones he distinguishes three stages in 
the course of the condition: (1) the stage of extension 
or localized destruction, (2) the stage of full develop- 
ment, with fragmentation and arthritis, and (3) the 


stage of recovery, with stabilization of the remaining 
structures. 

Histological examination shows necrosis under 
the joint cartilage, resorption in some areas, and de- 
generative changes in the cartilage. The pathologi- 
cal anatomy and clinical manifestations are best in- 
dicated by the term “‘osteochondro-arthropathy.” 
To this term the phrase “of the Koehler type” 
should be added to differentiate the condition from 
analogous processes in other parts of the body such 
as Legg-Calvé-Perthes and Osgood-Schlatter disease. 

At first conservative treatment should be used 
such as quartz lamp irradiation, heliotherapy, sand 
baths, the internal administration of arsenic, rest of 
the foot, and the wearing of proper foot gear. If 
these measures are not successful within one or two 
months and the pain increases, operative treatment 
is indicated. The affected head of the bone should 
be resected and fatty tissue transplanted into the 
defect. The author has obtained good results with 
this procedure. MAXIMILIAN Hirscu (Z). 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Lyle, H. H. M.: Multiple Resections for Chronic 
Osteo-Arthritis. Ann. Surg., 1929, xc, 470. 


The author reports the case of a woman with 
multiple joints ankylosed in a position unfavorable 
for function. As the result of manipulations, 
arthroplasties on the elbows and metacarpophalan- 
geal joints, and arthrodesis of the wrists with fix- 
ation in the position of choice, much of the lost 
function of the upper extremities was regained. 

ELVEN J. BeRKHEISER, M.D. 


Girdlestone, G. R.: Operative Treatment in Tu- 
berculosis of the Larger Joints. Brit. M.J., 1920, 
ii, 529. 

Girdlestone believes that glandular tuberculosis 
is the chief, if not the only, source of tubercle 
bacillemia, and that bone and joint lesions are 
secondary or metastatic. Bacillamia arises from the 
lymphatic or glandular tuberculosis, and toxemia 
from bone and joint lesions. 

The treatment is first conservative and then 
operative. General conservative and environmental 
therapy is maintained for a period long enough to 
cause the disappearance of the symptoms of bacil 
lemia for one year, at the end of which time the 
lymphatic tuberculosis may be considered healed 
and operative measures may be attempted. 

The purpose of operating is to remove a bone or 
joint focus that is causing a persistent harmful 
toxemia, especially one that is unlikely to heal or 
at least not sufficiently sound to stand the mechanical 
strains to which it will be subjected. 

Arthrotomy is indicated at the earliest moment 
for diagnosis. The operative procedures advocated 
for adults are limited to excision, arthrodesis, and 
amputation. Exceptions are extra-articular arthro- 
desis of the sacro-iliac joints, extra-articular but- 
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tressing of the hip joints, and astragalectomy or 
amputation above the ankle, joints. 

In the cases of children, operation is performed 
whenever sufficient damage has been done to the 
joint to make movement incompatible with per- 
manent safety from relapses and the patient is more 
than ten years of age. Exceptions are cases in which 
there is little granulomatous tissue and the joint sur- 
faces are well adapted. 

The author advocates extra-articular re-inforce- 
ment (Verrall) of the sacro-iliac joint, extra-articular 
arthrodesis or excision of the hip, excision and 
arthrodesis of the knee, astragalectomy in local- 
ized tuberculosis of the astragalus, and excision and 
arthrodesis of the shoulder. 

In the cases of tuberculosis of the hip which are 
reviewed, good results were obtained in adults, but 
in children there were as many failures as good re- 
sults. In the cases of tuberculosis of the knee in 
adults good local results were obtained, but the 
end-results were poor because new lesions developed 
in other parts of the body. The local results were 
good also in two cases of astragalectomy performed 
on adults. In a case of excision of the shoulder and 
a case of excision of the elbow, satisfactory results 
were obtained. Sipney Srpeman, M.D. 


Leriche, R., and De Girardier, J.: Immediate 
Surgical Treatment for Sprain of the Knee 
Joint with a Bony Lesion That Is Visible 
Reonthenetenehheally or May Be Determined 
Clinically (Traitement chirurgical immédiat des 
entorses du genou avec lésion osseuse radiograph- 
iquement visible ou cliniquement décelable). J. de 
chir., 1929, XXXiv, 1. 

It is a matter of great importance to differentiate 
at an early stage a simple hemarthrosis which can 
be cured by puncture and movement, from a 
haemarthrosis due to sprain, in which spontaneous 
cure cannot be expected because it is habitually ac- 
companied by avulsion of bone or the rupture of a 
ligament. The history may be of aid. A simple fall 
on the knee produces simple haemarthrosis, whereas 
the mechanism causing sprain is torsion. Direct 
examination of the knee gives little exact informa- 
tion. A haemarthrosis which, after puncture, recurs 
as rapidly as it first developed strongly suggests 
an osteoligamentous lesion. 

If bone is torn out at the sites of insertion of the 
crucial ligaments on the tibia or femur or if there are 
small comminuted fractures of the tibial plateau 
the changes will be visible in the roentgenogram 
after evacuatory puncture. In the anteroposterior 
view the level of the intercondyloid eminence will 
have a hazy contour, and in the lateral view there 
will be loss of clearness of the silhouette. 

When an intra-articular anatomical lesion can be 
diagnosed from the clinical course or the roentgeno- 
gram, early arthrotomy is advisable. Unless ar- 
throtomy is done early, it is probable that an opera- 
tion for sequele will be necessary later when the 
conditions for success will not be as favorable. 
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The authors report five cases in considerable de- 
tail. The return of function was complete in three, 
four, and six months. The patients ranged in age 
from nineteen to forty-two years. In four cases 
there was an avulsion fracture of the intercon- 
dyloid eminence, and in one case the meniscus was 
torn away. 

In the absence of sepsis, the functional result of 
arthrotomy depends largely on the rapidity of the 
subsidence of the vasomotor disturbances produced 
by the traumatism at the level of the joint and the 
details of the operative technique. As a rule the 
active vasodilatation, which is the cause of the 
oedema of the synovial membrane, the proliferating 
synovitis, the pain, the rarefaction of bone, and the 
hypotonia of the muscle are influenced favorably by 
the operation, but sometimes they are aggravated, 
even when the postoperative course is otherwise per- 
fect. In the latter type of case an external peri-iliac 
sympathectomy will restore the possibility of normal 
function in a few days. 

The extent of the arthrotomy is less important 
than the manner in which the operation is performed. 
Because of possible multiplicity of lesions, the 
operative field must be clearly in view. The authors 
perform a U-arthrotomy with detachment of the 
tibial tuberosity. The aponeurotic incision, involv- 
ing the fibrous lateropatellar layers, is made a little 
outside the skin incision. In detaching the tibial 
tuberosity it is important to incise the fibrous tissue 
on each side of the tuberosity, leaving attached to 
the bone a small fibrous lateral band sufficient for 
the suture. In releasing the patella, it is important 
to prevent injury to the subpatellar fatty bundle, 
the suppression or laceration of which leads to the 
development of sclerosis with resultant loss of 
suppleness in the normal play of the patellar tendon. 
Conservative and restorative procedures on the 
ligaments or menisci are not advisable. If the liga- 
ments or menisci are torn or disinserted, they should 
be removed. A fractured intracondylar eminence 
should be fixed in place. The simplest operations 
give good results. The manner in which the tibial 
tuberosity is detached makes it possible to dispense 
with metallic fixation. ‘The fibro-aponeurotic col- 
lar left on each side permits the tuberosity to be in- 
cluded in the aponeurotic suture. 

After the operation, immobilization is continued 
for from twelve to fifteen days. At the end of that 
time, active mobilization is begun. The patient 
leaves his bed after from three to four weeks. The 
period of functional restoration lasts for from three 
to four weeks. The final condition of the joint is 
practically normal. FLorence A. CARPENTER. 


Camitz, H.: The Treatment of Flexion Contrac- 
ture of the Knee by a Plastic Operation with 
Fascia Lata (Ueber die Behandlung der Flexionskon- 
traktur des Kniegelenkes mittels Fascia lata Plastik). 
Acta chirurg. Scand., 1929, \xv, 267. 


Flexion contracture of the knee due to chronic 
polyarthritis or infantile paralysis should be treated 
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first by conversion of the tensor fascia lata muscle 
into an extensor. ‘The increase in strength thus ob- 
tained is usually sufficient to reduce even serious 
flexion contractures. A persisting contracture of 
from 10 to 15 degrees can be corrected by a cap- 
sulotomy by Putti’s method. 


Port, K.: Operative Arthrodesis of the Talocal- 
caneal Joint in Club-Foot (Zur operativen Ar- 
throdese des Talocalcanealgelenkes bei Klumpfuss). 
Deutsche Zischr. f. Chir., 1929, ccxv, 208. 

As non-operative treatment of club-foot after the 
fifteenth year of life does not offer a favorable out- 
look and as osteoclasis leads to considerable bone in- 
jury, the author has adopted a new procedure which 
he has employed in three cases with very good 
results. 

His method consists in the removal of one wedge 
of bone from Chopart’s joint and, to correct the 
varus position of the heel, of another from the talo- 
calcaneal joint. The skin incision is made over the 
external malleolus to the tip of the bone, then an- 
teriorly to the base of the fifth metatarsal, and then 
over the dorsum of the foot. The soft tissues are sep- 
arated and Chopart’s joint and the talocalcaneal 
joint are opened. Both joints must be wide open so 
that the foot may be flexed. A small incision is made 
in the plantar fascia and the wedges are then chis- 
elled from the joint surfaces. If the first and second 
metatarsals are still displaced downward an osteot- 
omy is done upon them. 

After the operation a plaster-of-Paris cast is worn 
for three months. An important advantage of this 
method is that the ankle joint is not opened. 

BRUENING (Z). 


FRACTURES AND DISLOCATIONS 


Taylor, A. S.: Fracture Dislocation of the Cervical 
Spine. Ann. Surg., 1929, xc, 321. 


Fracture dislocations of the cervical spine due to 
direct violence usually cause sufficient damage to 
the cord to result in immediate death. Hence the 
author discusses only those caused by indirect vio- 
lence such as hyperflexion. 

In the latter type there is injury to the spine, 
cord, meninges, and nerve roots. The dislocation is 
associated with comminuted fractures of the articu- 
lar processes, rupture of the articular ligaments 
and the intervertebral disk, and fracture of the an- 
terior edges or gross fracture of the vertebral bodies. 
If reduction is not accomplished, bony union results 
at the anterior border of the bodies and between the 
articular processes behind. 

The cord may be merely contused or completely 
severed. Hemorrhage varies in amount but is usu- 
ally punctate. The oedema is proportional to the 
severity of the injury. When there is deformity of 
the bones, a transverse pressure myelitis may de- 
velop later. 

The treatment should be directed toward the res- 
toration and protection of nerve function by early 


reduction. ‘The reduction should be accomplished 
without anwsthesia. In the method used by the 
author, controlled traction is applied on the head 
and countertraction on the legs until the muscle 
spasm relaxes sufficiently to permit reduction by 
bimanual manipulation. The traction on the head 
is obtained by means of a halter which is attached 
to a rope passed around the pelvis of the operator so 
that the operator may support the patient’s head 
and neck with his hands while the traction is being 
applied. 

After reduction has been obtained, immobilization 
is continued for three or four weeks. At the end of 
that time a spine brace with a jury mast is used and 
ambulatory treatment is begun. 

Open operation is dangerous because it necessi- 
tates additional handling of the patient and because 
removal of the arches weakens the stabilizing ap- 
paratus at the injured area. It is necessary, how- 
ever, when there is evidence of subarachnoid block 
and when transverse myelitis develops. 

ELVEN J. M.D. 


Huet, P.: Unrecognized Fractures of the Verte- 
bral Bodies (Les fractures méconnues des corps 
vertebraux). J. de chir., 1920, Xxxiv, 15. 


Incomplete fractures of the spine without injury 
to the cord which are clinically latent are far from 
rare. 

J. and A. Broeckel collected eighty cases and saw 
fifteen cases themselves. Léri reported eight cases, 
in three of which the fracture was in the cervical 
portion of the spine and in five of which it was in 
the lumbar portion. Baumgartner saw four cases in 
four years. Moore believes that there has been an 
increase in such injuries as the result of automobile 
accidents. 

The causative trauma may be so slight that, in 
the case of a fall, the patient gets up and walks 
away without assistance. A jolt that causes the 
head to strike against the top of an automobile or 
that causes a person to be thrown, in a sitting 
posture, from the seat to the floor, is sufficient. The 
discovery of the lesion may require very good an- 
terior and lateral roentgenograms. 

Such fractures are most frequent in the cervical 
and lumbar regions. Multiple fractures do not 
always involve adjoining vertebra. All types of 
fracture are represented. A compression fracture is 
usually asymmetrical; when it is not, it may be 
difficult to recognize in the roentgenogram. In the 
majority of fractures there is more or less marked 
displacement of the fragments. The displacement 
may be contemporaneous with the fracture or 
secondary and associated with the sudden develop- 
ment of paraplegia or quadriplegia in a patient who 
showed no signs of paralysis at first. In an untreated 
case it may be late and progressive. In cases of 
simple infraction the result may be limited to slight 
angulation of the spine, kyphosis, scoliosis, or 
kyphoscoliosia. In the graver cases with associated 
tearing of the ligaments and fracture of the articular 
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processes, the displacement is manifest and may 
amount to luxation. 

The displacements are practically always an- 
terior. With complete and prolonged immobilization 
in good position, preceded if necessary by reduction, 
the deformities become apparent, if they did not 
follow the fracture immediately, or become exagger- 
ated. This phenomenon is attributed by most sur- 
geons to pressure exerted on the injured vertebra 
by the subjacent spinal segment, but according to 
Vivas, the fibrous organization of the prevertebral 
hematoma and the cicatrization of the common 
anterior ligament, if it is torn, are accompanied by a 
retraction capable of bending the spine at the level 
of the injured vertebra. When the ligament is not 
torn, rarefaction may be so extensive as to amount 
to disappearance, and the displacement takes place 
secondarily 

In time, the fractures may be repaired by bony 
callus. When this type of consolidation has taken 
place, with or without deformity, the cure may be 
considered final. The resulting immobilization is ab- 
solute, and later compression of the cord or of a 
nerve root is not to be feared. 

The early signs of these fractures may be slight 
and may be masked by the symptoms of graver in- 
juries, such as fracture of the femur, sustained at 
the same time. Cord symptoms occurring im- 
mediately after the injury, even when they last only 
a few minutes, should suggest spinal injury. When 
the lesion is in the cervical region, stiffness is always 
present. When it is in the lumbar region, there is 
nothing that points to it with any degree of definite- 
ness except the roentgenogram. Roentgenography 
should always be resorted to after an accident that 
could possibly cause a spinal fracture. Patients in- 
jured in such an accident should be handled with 
the utmost gentleness before they are immobilized 
as a sudden movement may bring on paraplegia. In 
a few cases an operation to produce ankylosis has 
been performed. 

The author discusses the relation of these fractures 
to Kuemmell-Verneuil disease and reports two 
cases. FLORENCE A. CARPENTER, 


Wilmoth, P., and Lecoeur, P.: Operative Treat- 
ment of Infrathalamic! Fractures of the Cal- 
caneum: Surgical Reduction and Bone Graft- 
ing (Le traitement opératoire des fractures sous- 
thalamiques du calcanéum; réduction sanglante et 
greffes osseuses). J. de chir., 1929, xxxili, 781. 


The authors state that when the site of an in- 
frathalamic fracture of the calcaneum has been ex- 
posed for the length of the external surface of the 
calcaneum and the thalamus has been brought back 
to an infra-astragalar position approaching the 
normal, the infrathalamic breech is still considerable. 
It traverses the bone from side to side. ‘The loosened 
thalamus may be easily pushed down and its new 
position is very unstable. As the calcaneum is 
spongy and hence friable, and as it is meagerly sup- 
plied with fat, it will not well support a metallic 
prosthesis. Osteoperiosteal grafts sustain the thala- 
mus and favor the formation of callus. 

Complete denudation of the external surface of 
the calcaneum exposes the line of infrathalamic 
fracture and the lines which radiate toward the 
anterior and plantar surfaces of the bone. The 
astragalocalcaneal articulations gape widely for 
some distance. ‘The calcaneocuboid articulation is 
not always open, but is always dislocated. The 
thalamic mass must be disengaged and moved up so 
that its superior convex articular surface is in contact 
with the inferior concave articular surface of the 
astragalus. When the thalamus has been replaced 
an opening more than 1 cm. in height is discovered. 
This cavity must be filled with osteoperiosteal 
grafts taken from the external surface of the peroneal 
malleolus and from the peroneal diaphysis. 

When the anterior apophysis of the caleaneum is 
completely detached the surgeon may proceed to 
calcaneocuboid arthrodesis. ‘To keep this apophysis 
in place, grafts may be slipped into the tarsal sinus. 
The authors have used this technique in four cases. 

PACE. 

'The term “infrathalamic” is used as a translation of sous-thala- 
mique.” The region involved is that portion of the calcaneus just 
below the astragalus. The term may be translated as ‘‘helow the 


socket of the calcaneus.” It corresponds to the ‘‘subastragaloid 
fossa” of Hoke. 


SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Ipsen, J.: Methods Which Permit a Study of the 
Function of Peripheral Arteries (Des methodes 
qui permettent d’étudier les fonctions des artéres 
périphériques). Acta chirurg. Scand., 1929, \xv, 226. 


Leriche’s work on sympathectomy led to investi- 
gations of the biology of the peripheral arteries in 
which use was made of measurements of the surface 
temperature as well as oscillometry. 

The surface temperature indicates (Ebbecke, 
Lewis, and others) the amount of blood that flows 
through the skin. This depends upon the degree of 
dilatation of the arterioles. The temperatures are 
taken with mercury thermometers under a layer of 
felt. Normally, the temperature is about the same 
everywhere on the arms and the upper parts of the 
legs, but shows marked variations in the feet. The 
difference between the two sides is always less than 
1 degree except in the feet where it is a little greater. 
The color of the skin shows the amount of blood 
present at a given moment in the capillaries and 
venules of the skin. The circulation of blood through 
the skin and the degree of dilatation of the cap- 
illaries do not necessarily correspond as the dilata- 
tion and contraction of the arteries and capillaries 
take place independently of one another (Krogh). 

Oscillometry with Pachon’s instrument gives an 
idea of the degree of dilatation of the large arteries, 
especially when comparative studies are made. 

After a brief review of what is known of the inner- 
vation of arteries (anatomy and physiology), the 
author gives an account of the action of different 
stimuli. Trauma causes contraction followed by 
dilatation, and work causes immediate dilatation. 
Stimulation of the sympathetic ganglia has a marked 
effect on the corresponding arteries. While the ac- 
tion of slight heat has no particular effect on the 
arteries, even fairly mild local cooling of the skin 
by the application of water at a temperature of 15 
degrees for ten minutes causes prolonged local con- 
traction, and more pronounced cooling of a hand 
causes contraction of the main arteries of the arm. 
Local cooling may therefore be employed to deter- 
mine whether the superficial arteries are paralyzed. 
When paralysis is present the surface temperature 
will rise to its level before the cooling in a few min- 
utes, whereas when the arteries are normal this will 
take one and a half hours or longer. 

Lastly mention is made of the marked effect on 
the arteries of inflammation. When, for example, 
the superficial temperature over a tuberculous knee 
is 2 or 3 degrees higher than that over the sound 
knee, the difference is due to reflex dilatation of the 
arteries and not to conduction from deeper lying 
tissues. At the base of the extremities and on the 


trunk no such rise of temperature takes place, 
probably because reflexes are elicited only within 
the area of the artery concerned. 


Power, Sir D’A.: Hunter’s Operation for the Cure 
of Aneurism. Brit. J. Surg., 1929, xvii, 193. 


Power reviews Hunter’s contributions to science 
and his first operation for the cure of popliteal 
aneurism. Hunter performed his operation for 
aneurism five times. His results proved the cor- 
rectness of his theory that slowing of the blood 
stream will cure aneurism; that aneurism is caused 
by disease of the arteries and is not simply the result 
of long-continued local injury; and that gangrene 
will not result from ligation so long as there is suffi- 
cient collateral circulation. J. FRank DouGuty, M.D. 


Moschcowitz, E.: The Cause of Arteriosclerosis. 
Am. J. M. Sc., 1929, clxxviii, 244. 


In attempts to determine the cause of arterio- 
sclerosis it is not sufficient to study the larger 
arteries of the greater circulation alone as the pul- 
monary system, capillaries, veins, and heart may 
also be affected. Investigation of the lesions in each 
of these components gives convincing proof that the 
main, and perhaps the only, cause of arteriosclerosis 
is intravascular pressure. 

When there is involvement of the general circu- 
lation the pulmonary circulation is usually not 
affected. The reverse also is true. Investigation of 
the pulmonary vessels shows that arteriosclerosis is 
a frequent condition, being found in 6.5 per cent of 
all autopsies, and that the factor common to all 
causes is increased tension. The causes include 
mitral stenosis, emphysema, pulmonary fibrosis, 
obliteration of the pleural spaces, kyphoscoliosis, 
open ductus Botalli, and communications between 
the right and left heart. The alveolar wall has a 
beaded appearance due to the enlargement of the 
capillaries. The enlargement of the capillaries re- 
sults in contraction of the alveolar spaces, which is 
one of the reasons for the decrease in alveolar ca- 
pacity noted in cardiac disease. The pulmonary 
lesions are termed “arteriocapillary fibrosis” and 
are almost identical with those of glomerular ne- 
phritis in hypertension of the greater circulation. 
The pulmonary capillary sclerosis represents the 
lesion of ‘‘Stauungsinduration” or the pneumonia 
of heart disease. It is not present in uncomplicated 
aortic insufficiency, in which increased pulmonary 
intravascular pressure is dynamically impossible. 
Wiitjen has reported a case of pulmonary arterio- 
sclerosis in an infant six months old which was due 
to a patent interventricular septum. This case 
proves that increased tension may cause arterio- 
sclerosis in six months. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


Normal intravascular tension may cause arterio- 
sclerosis. Hypertension causes earlier and more in- 
tensive changes. In the greater circulation, de- 
crescent arteriosclerosis begins as early as the third 
decade, but in the pulmonary circulation it does not 
occur until the seventh or eighth decades because 
normally the pulmonary arterial pressure is one- 
sixth the pressure in the aorta. Age is a factor only 
in allowing sufficient time for the normal or in- 
creased pressure to act. Since mitral stenosis, the 
most common cause of increased pressure in the 
lesser circulation, occurs more frequently in the rela- 
tively young, arteriosclerosis of the pulmonary cir- 
culation occurs at a much lower average age than 
arteriosclerosis of the greater circulation. Sex is a 
factor only as it affects pressure relations. The con- 
dition is more frequent and develops at an earlier 
average age in men than in women because the 
normal pressure is higher in males. 

The relation of arteriosclerosis to intravascular 
tension is indicated also by: (1) the direct relation 
of retinitis to hypertensive disease, (2) the fact that 
arteriosclerosis is most prominent at sites where the 
strain is greatest, such as proximal to a congenital 
or artificial vascular stenosis, (3) the occurrence of 
sclerosis in the endocardium of heart valves and 
chambers which have been subjected to prolonged 
strain, and (4) the fact that arteriosclerosis of the 
greater circulation is usually less in phthisical pa- 
tients, whose blood pressure is low. 

Sclerosis of the veins is independent of general 
sclerosis. It is localized to areas of increased intra- 
venous pressure such as are found in cirrhosis of the 
liver, persistent umbilical vein, and arteriovenous 
aneurism. The presence of phlebosclerosis of the 
mesenteric vessels in Banti’s syndrome suggests that 
hypertension of the portal system may be a factor in 
the causation of the lesions of that condition. 

The arteriosclerosis as thus far produced experi- 
mentally is not identical with arteriosclerosis in man. 
Infections, including syphilis, probably do not cause 
arteriosclerosis, but produce an arteritis. Because 
of the independent development of arteriosclerosis 
in the greater and lesser circulation, it is improbable 
also that toxins, metabolic products, and food poi- 
sons are able to cause arteriosclerosis. Points of 
fixation and diminished expansile motility of vas- 
cular trunks play a réle in the localization of arterio- 
sclerotic patches. 

The conclusion to be drawn is that hypertension 
is not caused by arteriosclerosis, but, on the con- 
trary, hypertension in either the greater or lesser 
circulation is always followed by arteriosclerosis of 
the vessels. E. S. Pratt, M.D. 


Loehr, W.: The So-Called ‘‘Traumatic’’ Throm- 
boses of the Axillary and Subclavian Veins 
(Ueber die sogenannte ‘‘traumatische” Thrombose 
der Vena axillaris und subclavia). Deutsche Zischr. 
f. Chir., 1929, ccxiv, 263. 


The author states that so-called “traumatic” 
thrombosis of the axillary and subclavian veins is 


very rare. It is more frequent on the right than the 
left side, and as a rule occurs in persons of middle 
age who are in good health. Its onset is char- 
acterized by slight pain, mild fatigability and weak- 
ness, swelling, and cyanosis of the arm. This phase is 
followed by a reparatory phase with venous dila- 
tation. Only after some time is adequate venous 
drainage restored. For a long time, fatigue, pain, 
and weakness on effort persist. 

The previously assumed thrombosis resulting from 
traumatic tearing of the intima has not been demon- 
strated as the cause of the condition. Nor is the 
cause a disease of the blood, an infectious condition, 
burn, or other affection such as frequently leads to 
thrombosis. In Loehr’s opinion, the most important 
factor is persistent over-exertion with resultant over- 
dilatation of the arm veins. Because of the un- 
yielding sheathing of the subclavian veins by fascial 
fibers and the lack of large collateral veins between 
the arm and the superior vena cava, congestion 
readily results from sustained, intense muscular 
activity. Mechanical obstruction from adjacent 
glands, callus, goiters, etc. may contribute to the 
development of the condition. In pronounced cases 
there is often a polycythemia. In two of six cases 
seen by Loehr polycythemia was definitely present, 
and in one the red cell count approached that of 
polycythemia. 

Cases of true thrombosis of the axillary and sub- 
clavian veins should be differentiated from those 
with obstruction and overdilatation of the venous 
channels. The former condition is extremely rare 
and may result from the latter. The clinical dif- 
ferentiation of the two conditions is very difficult. 
Thromboses which arise from another injured or 
infected focus in the arm veins and extend centrally 
must be ruled out. 

The conditions of stasis which are favored by 
mechanical obstruction can be completely relieved by 
operative treatment (removal of glands, etc.). For 
cases in which no mechanical obstruction is demon- 
strated, only conservative measures (rest) may be 
considered. E. Korntc (Z). 


Lindquist, E.: On the Causes of Varicosity and ° 
Thrombo-Embolism. Acta obst. et gynec. Scand., 
1929, Viii, 209. 

Lindquist believes that the chief cause of varices 
is the retrograde blood current occurring in the 
saphenous vein which was described by Magnus. 
The abnormal circulation he attributes to the up- 
right position, in which the force required to trans- 
port the blood to the heart, situated relatively far 
above, is not great enough to prevent certain other 
forces of a simple hydrostatic nature from asserting 
themselves when, in more advanced years, the blood- 
propelling forces are diminished. In the saphenous 
vein the blood must be lifted up to the heart from 
the most dependent parts, the capillary network of 
the foot and leg, whereas the fountainhead of the 
femoral vein (capillary network of the thigh and 
calf) is situated nearer the heart. 
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In a similar way the author explains the produc- 
tion of varices in the hamorrhoidal veins and the 
pampiniform plexus. 

On the basis of this theory and the findings of 
investigations made by Aschoff, Starlinger, and 
Sametnik, Lindquist concludes that the varicose 
syndrome is one of the main causes of spontaneous 
venous thrombosis. In support of this view he re- 
fers to a statistical compilation of the cases of 
thrombosis and thrombophlebitis treated in the 
obstetrical and gynecological department of the 
Malmé General Hospital during the period from 
1904 to 1927. In these statistics, cases of thrombosis, 
pulmonary embolism, and thrombophlebitis have 
been carefully differentiated. The data show that 
the incidence of thrombosis and embolism has con- 
siderably increased in recent years. ‘The author has 
found also that cases of thrombophlebitis have in- 
creased in about the same ratio as those of thrombo- 
sis. In explanation of the increased frequency of 
thrombosis he expresses the opinion that the condi- 
tions under which the now full-grown generation is 
living have produced factors favoring the develop- 
ment of the varicose syndrome. 

In conclusion, various measures suggested for the 
prevention of thrombosis after labor and operations 
are reviewed. Lindquist advises the wearing of an 
elastic stocking for some time after operation. 


Allen, E. V.: Thrombo-Angiitis Obliterans: Meth- 
ods of Diagnosis of Chronic Occlusive Arterial 
Lesions Distal to the Wrist, with Illustrative 
Cases. Am. J. M. Sc., 1929, clxxviii, 237. 


Accurate diagnosis is possible in cases of suspected 
vascular disease and the mistake of diagnosing 
thrombo-angiitis obliterans as Raynaud’s disease or 
erythromelalgia is avoidable. The diagnosis may 
be made from the history, examination by inspection 
and palpation, and simple tests. 

Thrombo-angiitis obliterans is an inflammatory 
disease of the vessels of the extremities resulting in 
occlusion. Any of the vessels may be affected, not 
only the palpable arteries as is sometimes assumed. 

Occlusion of the ulnar or radial artery distal to the 
wrist cannot be localized by the usual means since 
color changes with posture, a decrease in the pulsa- 
tion of the artery at the wrist, and a decrease in the 
cutaneous temperature at the wrist may be absent 
because of free circulation through the uninvolved 
arteries. In the presence of obstruction, the compres- 
sion test—clenching of the hands and pressure on the 
radial or ulnar artery—results in prolonged pallor. 

Involvement of the digital arteries may be deter- 
mined by stroking or exerting pressure to induce 
pallor. When obstruction is present the pallor per- 
sists for some time. Abnormal postural color changes 
in all digits suggest involvement proximal to the 
digital arteries, while excessive pallor of one or more 
digits usually means involvement of the digits 
showing the color changes. 

The complete examination of patients with sus- 
pected arterial disease must include an investigation 


of the effect of posture and of the skin temperature. 
Palpation alone is not suflicient to determine the 
patency or occlusion of the arteries; it must be 
supplemented by the compression test. 
The author reports cases demonstrating the irreg- 
ular distribution of the occlusion. 
E. S. Pratt, M.D. 


Allen, A. W.: The Surgical Treatment of Embolism 
of the Extremities. N. England J. Med., 1929, cci, 
304. 

The first successful removal of an embolus from a 
large artery was performed by Labay in 1911 in a 
case of embolus at the bifurcation of the common 
femoral artery. Previous attempts had been made 
as early as 1895. Carrel’s development of a success- 
ful technique for arterial suture made the procedure 
possible, and the operation was popularized by the 
success of Key. 

In over 6,000 autopsies, Bull found 15 peripheral 
emboli. Two were in the aorta, 6 in the common iliac 
artery, 5 in the femoral artery, 1 in the popliteal 
artery, and 1 in the subclavian and axillary arteries. 
He found also 181 thrombi in the heart. In 37 cases 
of embolism reviewed by Danzis, the condition was 
due to an operation in 6, to parturition in 3, and to 
cardiovascular disease in 22. 

The diagnosis is often obvious. As a rule there is 
a history of sudden excruciating pain in an extremity, 
coming on in a patient already ill, usually with car- 
diac disease. Large doses of morphine are required. 
The pulse rate and respiration are increased. Pallor, 
a decrease in the pulse pressure, sweating, and shock 
are apparent. The limb is cold and pale and there is 
absence of pulsation. In the case of the arm there is 
inability to move the fingers. Later the limb be- 
comes mottled. In arm involvement there is a fixed 
drawn appearance of the fingers with contraction 
rather than swelling of the tissues. The differen- 
tiation from thrombosis is difficult, but thrombosis 
develops more slowly. Phlebitis is differentiated 
by the pressure of swelling, a bluish color, and the 
presence of heat and pulsation in the vessels. Muscle 
spasm from temporary anemia is transient. 

In the localization of emboli it must be remem- 
bered that the common site is at the bifurcation of 
vessels. If the case is seen before there is extensive 
secondary thrombosis the embolus can usually be 
located. If it is in the popliteal artery, the femoral 
artery can be felt pulsating in Hunter’s canal. The 
decrease in the temperature stops at the ankle, and 
ankle motion is usually possible. If the embolus is 
at the bifurcation of the common femoral artery, the 
skin temperature is lowered to a short distance above 
the knee, pulsation can be felt just below Poupart’s 
ligament, and motion of the ankle and toes is abol- 
ished. If the embolus is at the bifurcation of the 
common iliac artery, the whole thigh is cold, there 
is no pulsation, and knee motion may be abolished. 
In some cases the embolus may be palpable, espe- 
cially when it is situated at the bifurcation of the 
brachial and femoral arteries. 
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Good results are obtained from operation in about 
30 per cent of cases. In 25 per cent, operation is 
entirely successful, allowing the patient to leave the 
hospital with a normal extremity. The most success- 
ful operations are those on the brachial artery, and 
the least successful those on the aorta. Key has re- 
ported a successful embolectomy on the aorta by 
retrograde approach through the femorals. 

The operation should be performed under local, 
regional, or spinal anesthesia. Liberal exposure and 
gentle handling are important. The vessels are con- 
trolled by rubber tubing above the embolusand below 
it on each of the branches. Sufficient tension must be 
applied distally to prevent the embolus from travel- 
ling peripherally. Frequent washing with 2 per cent 
sodium citrate is advocated. ‘The embolus should be 
milked out from below through a longitudinal inci- 
sion made at its upper end, which allows free bleed- 
ing from below. The distal arteries are controlled 
by the rubber tubing, and the upper portion of the 
embolus or secondary thrombus is forced out by the 
blood stream. Careful closure with silk completes 
the procedure. 

Six embolectomies in 7 attempts are reported. 
Three of the 7 patients died in the hospital, 3 had 
temporary restoration, and 1 had permanent restor- 
ation. Three of the 4 who survived required ampu- 
tation. Early diagnosis and operation are necessary 
for successful results. E. S. Piatt, M.D. 


Brooks, B.: Surgical Applications of Therapeutic 
Venous Obstruction. J. Missouri Slate M. Ass., 
1929, XXvi. 428. 

The author discusses particularly the use of venous 
occlusion in arterial disease. He states that in ex- 
periments on animals the incidence of gangrene fol- 
lowing arterial obstruction was decidedly lower when 
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both the artery and vein were obstructed than when 
the artery alone was obstructed. He gives the indi- 
cations for ligation of the vein as follows: 

1. Cases of arteriovenous fistula in which the 
artery has been ligated and closure of the fistulous 
opening is impossible and those in which closure of 
the fistulous opening necessitates obliteration of the 
artery. 

2. Cases of progressive arterial degeneration with 
obstruction. 

3. Cases of sudden arterial occlusion. 

4. Cases of injury or operation which require liga- 
tion of a large artery. M. Hersert Barker, M.D. 


BLOOD; TRANSFUSION 


Warren, S. L.: Acute Leukzmia: A Review of the 
Literature and of Twenty-Eight New Cases. 
Am. J. M. S¢., 1929, clxxviii, 499. 

Warren reviews 113 cases of acute leukemia and 
reports a case in which infiltration by leukemic cells 
was found in every organ examined. In size and 
shape the cells resembled the small lymphocytes, 
but possessed a more abundant cytoplasm and were 
thought to be myelogenous cells of a primitive type. 
Warren comments on the constancy of the history, 
clinical picture, and blood and tissue findings re- 
gardless of whether the condition is considered to be 
of myelogenous or lymphogenous origin. He states 
that acute myelogenous leukemia is frequently 
diagnosed incorrectly as of the lymphogenous type 
because the primitive bone-marrow cells are mis- 
taken for lymphocytes. Differentiation is aided by 
supravital stains. 

Most of the patients whose cases are reviewed 
were young adult males. Eighty-four per cent died . 
within eight weeks. M. HERBERT Barker, M.D. 


SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Hertzler, A. E.: The Newer Conception of Wound 
Healing as Applied to Practical Surgery. Am. J. 
Surg., 1929, vii, 293. 

Hertzler states that primary wound healing is 
brought about by the agglutination of the wound 
surfaces produced by fibrin fibrils which remain to 
form, through chemical changes, adult fibrous tissue. 
When some condition exists which prevents the for- 
mation of fibrillary fibrin a granular fibrin is de- 
posited. It becomes necessary then for the coagulum 
to be resorbed and replaced by the product of fibro- 
blasts. The latter type of healing is spoken of as 
“secondary wound healing.” 

Those conditions which provide ideally for the 
formation of fibrillary fibrin in the coagulation of 
blood make for primary wound healing, and con- 
versely, those conditions which inhibit the forma- 
tion of fibrillary fibrin make for secondary wound 
healing. Infections cause secondary wound healing, 
but other conditions are also responsible. Fat pre- 
vents the formation of fibrillary fibrin; hence the 
interposition of fatty tissue between two surfaces 
will prevent primary healing. Necrotic fat infil- 
trates and invades the suture line even when the 
tissues have been correctly coapted. Necrosis of fat 
is produced by trauma, such as the rough handling 
of retractors, the needless crushing of fatty tissue, 
and interference with the blood supply to the fat. 
These factors also prevent primary union. Digestive 
ferments, and to a lesser degree, urine act in a similar 
manner. 

Thrombi and emboli are due to the formation of 
aseptic masses of granular fibrin. Cidema of the tis- 
sues in which the vessel lies permeates the vessel 


walls and changes the subendothelial substance 


which forms the fibrin. The formation of fibrillary 
fibrin is prevented; hence clots lacking this sub- 
stance and forming within the vessels do not organ- 
ize. Any manipulation will detach these small 
masses. Therefore it is not wise to ligate vessels in 
oedematous tissue undergoing a reaction. Ligation 
should be done proximal to this area. 

Adhesions due to infection are temporary and are 
released as soon as the infective process has subsided. 
Permanent adhesions occur in a region adjacent to 
an infective process in which the irritation is just 
sufficient to produce an exudate capable of forming 
fibrillary fibrin. Muscle-fascia healing is brought 
about by a fibrosing myositis arising when the con- 
joined tendon is sewed to the inguinal ligament. The 
kind of suture employed is of little importance. 

The type of material used in wound drainage de- 
pends on whether the drainage is established to con- 


duct to the surface fluids that have accumulated in 
natural or artificial cavities or to furnish a means of 
escape for fluids which may accumulate and produce 
increased tension. In the first instance it is desirable 
to keep the wound open until the diseased condition 
heals. This can be done with rubber tissue, which 
prevents the formation of fibrillary fibrin. In the 
second instance it is desirable to prevent the accumu- 
lation of fluid and favor wound healing by favoring 
the formation of fibrillary fibrin. This can be done 
with gauze, which acts as a foreign body and pro- 
motes coagulation. 

Where vessels have been ligated and the wound is 
left open, gauze will favor the occlusion of the ves- 
sels by the coagulation of fibrin. Secondary hemor- 
rhage is thus prevented. 

In skin grafting the graft will heal better when it is 
applied to a granulating surface which has not been 
bathed with a solution which might remove the 
layer of fresh fibrin on its raw surface. 

MANUEL E. Licutenstein, M.D. 


ANZSTHESIA 


Fairlie, H. P., Napier, F. L., and Primrose W. B.: 
Discussion on Anesthesia in Relation to 
Operation Risk. Glasgow M.J., 1929, cxii, 65. 


FAIRLIE believes that anesthetic risk is decreased 
by the use of nitrous oxide and ethylene. Nitrous 
oxide induces anesthesia rapidly and is safe even 
in cases of diabetes and toxic goiter. It is non- 
irritating to the respiratory tract and has relatively 
little effect on the metabolism. Its disadvantages 
are that it requires the use of a cumbersome ap- 
paratus, it does not produce complete relaxation, 
and it raises the blood pressure. Ethylene re- 
sembles nitrous oxide but is very inflammable and 
has an objectionable odor. 

NAPIER is of the opinion as regards both strength 
and toxicity, ether occupies a position midway be- 
tween nitrous oxide and chloroform. He employs 
atropin prior to the induction of anesthesia to 
lessen mucus secretion, but he disapproves of the 
use of morphine because of its sedative effect on the 
respiratory center. He employs ether by the 
closed method for short anewsthesias and by the 
vapor method for longer anesthesias. As a rule it 
is comparatively free from after-effects. It is con- 
tra-indicated in bronchitis, nephritis, diabetes, 
acute sepsis, toxemia, cachexia, shock, and hem- 
orrhage. 

PRIMROSE states that while chloroform has excel- 
lent anesthetic properties it is so toxic that it serves 
best as an adjuvant to ether given by the open 
method. He discusses the risks associated with its 
use. During the induction of the anesthesia it is 
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SURGICAL TECHNIQUE 


especially dangerous because of its depressive effect 
on the heart. During the operation it may lead to 
arrest of breathing, and after the operation it may 
cause metabolic changes such as poisoning. 
GeorcE R. McAuttrr, M.D. 


Trout, H. H.: Blood Changes under Ethylene 
Anesthesia. Anes. & Anal., 1929, viii, 260. 


The author believes that ethylene-oxygen causes 
less change in the percentage of blood sugar than 
any other general anesthetic and he has found that 
it produces no appreciable change in the coagulation 
or bleeding time. It results in fewer blood changes 
than any other known anesthetic probably because 
it produces less disturbance of the oxygen content 
of the blood. In spite of its advantages, however, 
Trout is of the opinion that it will not soon supplant 
ether for general abdominal surgery. 

Grorce R. McAutirr, M.D. 


Pitkin, G. P.: Spinocain: The Controllable Spinal 
Anesthetic. Brit. M.J., 1929, ii, 183. 


Spinocain is a combination of novocain, amylo- 
prolamin, strychnine, and ephedrine. The purpose of 
theamyloprolamin, a viscid, jelly-like substance made 
of gliadin, is to prevent diffusion of the novocain, and 
that of the strychnine and ephedrine to prevent 
vasomotor collapse. A light spinocain has a specific 
gravity of 1.0005 and contains 2 mgm. of strychnine, 
200 mgm. of novocain, 130 mgm. of amyloprolamin, 
300 mgm. of ethyl hydrate, and normal saline solu- 
tion sufficient to make 2 c. cm. In the heavy solu- 


155 


tion, which has a specific gravity of 1.109, the ethyl 
hydrate is replaced by 100 mgm. of propantriol in 
enough normal saline solution to make 0.5 c. cm. 

The heavy solution should always be given with 
the patient in the sitting or marked Fowler position. 
Pitkin uses sharp, 22-gauge, short-beveled needles. 
He says that the size of the subarachnoid space varies 
in different persons, but the extent of expansion of 
spinocain necessary to produce anesthesia on the 
body surface at different levels is quickly learned. 
Children tolerate spinocain anesthesia very well. 
The article contains a table for use in determining the 
dosage necessary for the induction of anesthesia in 
children between one month and fifteen years of age. 

M. Herpert Barker, M.D. 


Gwathmey, J. T.: Oil-Ether Colonic Anzsthesia: 
Clinical Experience with More Than 5,000 
Cases. J. Am. M. Ass., 1929, xciii, 447. 


Colonic oil-ether anasthesia is considered by the 
author safer than routine inhalation anesthesia. It 
is always under control and has a safety margin, 
wider than that of ether, ethylene, or nitrous oxide. 
In its induction there is no possibility of infection, 
of entering a vein, or of injuring an important nerve 
such as is associated with local, spinal, sacral, 
paravertebral, and regional anesthesia. Recovery is 
usually painless and devoid of the unpleasant after- 
effects of ether. A 65 to 75 per cent solution of 
ether in oil is used. This is non-irritating. The only 
contra-indication to the method is a pathological con- 
dition of the bowel. © Grorcr R. McAutirr, M.D. 


PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Ewing, J.: Radiosensitivity. Kudiology, 1929, xiii, 


313- 

Ewing discusses the relation of radiosensitivity to 
cellular metabolism, the embryonal character of the 
cells, the general physiology of the cells of origin, and 
the patient’s general condition. 

He states that rapid growth of a tumor nearly al- 
ways signifies radiosensitivity. A rapid rate of 
growth is accompanied by an increased or unstable 
blood supply, a large number of mitotic nuclei, and 
an abundance of autolytic cell ferments. ‘These 
factors combine to render rapidly growing tumors 
sensitive to radiation. In fact, caution must be used 
in their treatment in order to prevent interstitial 
hemorrhage and massive necrosis. 

The radiosensitivity of embryonal cells probably 
depends on the lability of the embryonal cell cyto- 
plasm, its delicate vascular supply, and absence of 
a disposition to produce fibrous tissue. 

With regard to the general physiology of the cells 
of origin, Ewing discusses the desmoplastic proper- 
ties or the tendency to produce connective tissue. 
The less marked this tendency the more radiosen- 
sitive the tumor. ‘The more highly vascular the 
tumor, the more radiosensitive it is. _ 

The location or bed of the tumor also influences 
the results of radiation. Tumors growing in bone are 
resistant. In fat tissues, tumor cells find abundant 
nourishment but are protected from a ready attack 
by leucocytes and granulation tissue. ‘Tumor cells 
invading old inflammatory areas are very resistant. 

The patient’s general condition determines the 
results of radiation regardless of all other factors. 
In the cases of patients in good health without 
anemia or cachexia, the results of radiation are al- 
ways prompt and definite, whereas in the presence 
of anemia or cachexia, radiation may fail completely. 

In general, the degree of radiosensitivity runs 
parallel with the degree of cellular differentiation 
of the tumor cells, but there are many exceptions, 
notably the melanomata and the giant-cell tumors 
of bone. As the result of studies on degrees of 
malignancy and radiosensitivity, tumor diagnosis 
has become more difficult and at the same time 
more serviceable. ‘The difference in malignancy and 
radiosensitivity is an important guide for the radio- 
therapist. Cuaries H. Heacock, M. D. 


Murphy, D. P., and Goldstein, L.: The Etiology of 
the Ill Health of Children Born After Maternal 
Pelvic Irradiation. Am. J. Roentgenol., 1929, xxii, 
207. 

This study represents part of an investigation 
dealing with therapeutic pelvic irradiation of women 


and its effect upon the health and development of 
subsequent offspring. Two previously reported 
studies showed that such irradiation may be fol- 
lowed by the birth of unhealthy or defective chil- 
dren, and that it may have been the cause of the 
ill-health or defects in the children. In the investiga- 
tion here reported all of the etiological factors that 
may have been responsible for the production of the 
ill-health or abnormal condition of the children were 
weighed in order to ascertain the extent to which 
these factors influenced the health of the subjects 
and, if possible, the special réle played by the irradi- 
ation in the production of the various disturbances. 
In this article, the group of unhealthy children born 
after preconception irradiation is discussed. 

The findings of the investigation are summarized 
as follows: 

1. Twenty-four per cent of 650 pregnancies fol- 
lowing preconception or postconception radium or 
roentgen irradiation of the pelvis ended in abortion, 
and 13 per cent terminated in the birth of unhealthy 
children. 

2. One out of every to or 11 children born after 
preconception irradiation of the pelvis was un- 
healthy, whereas 1 out of every 2 children born after 
postconception irradiation was unhealthy. 

3. The ill health of 24 of the 46 unhealthy chil- 
dren born after preconception irradiation was at- 
tributed to such influence as: (a) ill health of the 
mother prior to irradiation or during pregnancy, 6 
cases; (b) complications incident to delivery or pre- 
maturity, 13 cases; (c) accidental causes, 3 cases. 

4. The cause of the ill health of 22 children could 
not be determined. Only 7 of these children were 
seriously defective. 

5. Only 1 child out of every 59 children born after 
preconception irradiation exhibited a gross anatomi- 
cal defect of unknown origin. In this small number 
the disturbance may have been caused by the previ- 
ous ovarian irradiation, but it is probable that if the 
irradiation had been the etiological factor, the de- 
fects would have occurred with greater frequency, 
regularity, and uniformity. 

In conclusion the authors state that it is con- 
ceivable that therapeutic preconception irradiation 
of the pelvis, by its deleterious influence upon the 
germ-plasm of the unfertilized ovum, may be the 
cause of defects in subsequent children, since a few 
disturbances of unexplainable origin occurred in the 
children under investigation. Experimental study 
may eventually throw more light upon this at pres- 
ent theoretical possibility. The authors believe that 
the continued use of the roentgen rays or of radium 
in the treatment of pelvic diseases in the non- 
pregnant woman of child-bearing age is justifiable 
until it has been shown, beyond doubt, that such 
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irradiation is prejudicial to the health of subsequent 
offspring. Apotex Hartune, M.D. 


RADIUM 


Carling, E. R., and Leslie-Spinks, A. J.: Radium 
Teletherapy: Clinical Experience with a Tem- 
porary ‘‘Bomb.”’ Brit. M.J., 1929, ii, 180. 


CARLING states that radium teletherapy lends it- 
self to the treatment of primary growths difficult of 
access, visceral metastases, and infiltrating exten- 
sions. The cases in which he has used it were prin- 
cipally those of growths not amenable to othe: forms 
of radium application, those requiring treatment 
additional to the interstitial, cavitary, or contact 
application of radium, those of growths of such di- 
mensions that homogeneous irradiation by other 
methods was impossible, and those requiring pro- 
phylactic irradiation after operation. In the great 
majority, the condition was classed as hopeless. 

The dosage was entirely empirical though based 
on Forsell’s dictum that a certain minimal absorp- 
tion of ir1adiation in a given time is necessary to 
secure healing of a given type of tumor. It is difficult 
to measure the amount of irradiation absorbed. 
There is a certain maximum of irradiation which 
cannot be exceeded without causing injury to the 
organism as a whole. The dosage should be concen- 
trated into as short a period of time as possible. The 
skin will stand the application of 1 gm. of radium at 
a distance of 10 cm. for fifty hours. With four por- 
tals of entry, 200 mgm.-his. may be given without 
danger. 

In the cases of neoplasms of the tongue and mouth 
the response was poor, but other methods also 
failed. The most satisfactory results were obtained 
in neoplasms of the larynx and pharynx. The 
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cesophagus is beyond satisfactory range. ‘The treat- 
ment failed in cases of neoplasms of the uterus and 
ovaries, but in these there was extensive abdominal 
invasion. In cases of renal neoplasms only pallia- 
tion was obtained. Breast recurrences were kept 
in check even when they were extensive. Vulvar 
glandular extensions were not as sensitive as the 
primary growths. Osteogenetic sarcomata showed 
only a temporary recession. 

The effects of the irradiation are purely local. 
One group of metastases may be vanishing under 
the tieatment while another group beyond the field 
of irradiation is steadily progressing. The best re- 
sults are obtained in cases of growths which, on 
account of their situation, receive irradiation of high 
intensity, that is, growths in the pyriform fossa, the 
postcricoid region, and the abdominal and cervical 
glands. As more than 1 gm. of radium is needed for 
the administration of adequate doses in a sufficiently 
short time, it seems advisable to restrict the use of 
the present gram apparatus to the treatment of 
carcinomata at a depth not greater than 6 cm. 

LESLIE-SPINKS discusses the mechanics and use 
of the temporary “bomb.” He states that before the 
patient is treated a drawing is made to scale of the 
lesion and its situation in the body and an intensity 
chart is applied to the drawing. While a distance of 
10 cm. was decided upon, the actual intensity de- 
livered was in many cases diminished for purely 
mechanical and anatomical reasons. The “bomb” is 
in use twenty-four hours daily, six days a week. 
Out-patients are treated by day and in-patients by 
night. The average duration of treatment is two 
hours. Periodical examinations of the blood and 
liver-function and other biological tests are made to 
determine the effects of the irradiation on the organ- 
ism as a whole. A. James Larkin, M.D. 


MISCELLANEOUS 


CLINICAL ENTITIES—-GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Rubagev, S.: Partial Congenital Macrosomia 
(Macrosomia partialis congenita). Trudy Belorus- 
skogo Univ., 1928, xxii, 3. 

This is a review of 12 of the author’s cases of 
partial congenital macrosomia and 456 cases col- 
leeted from the literature. In RubaSev’s opinion, 
none of the classifications suggested for such cases 
to date is satisfactory. 

The cases reviewed include 315 of involvement of 
a single portion of the body and 142 of involvement 
of a system. Ninety-four of the latter were cases 
of unilateral partial macrosomia. Crossed partial 
macrosomia, of which there were 14 cases, is to be 
considered a continuation of the latter. Involvement 
of both upper or both lower extremities is called by 
the author “‘paramacrosomia.” There were 26 
cases of this type. Involvement of an entire system 
suggests a systemic causative factor such as is to be 
found only in an endocrine or neurogenic condition. 

The question of involvement of the internal vis- 
cera still remains unanswered on account of the lack 
of sufficient data. Cases of hypertrophy of the right 
lung, the right kidney, and the right ovary, of one 
breast, and of half of the scrotum have been seen. 

The author has been able to collect 42 cases of 
hemihypertrophy of the face. Of partial macro- 
somia of all or a part of one extremity there are 273 
cases of record. In 52 there was involvement of an 
entire upper extremity; in 71, involvement of the 
hand and fingers; in 67, involvement of an entire 
lower extremity; and in 83, involvement of the foot 
and toes. Accordingly, involvement of the distal 
portions of the extremities is the most common. 

In the fingers and toes a certain regularity is 
discernible. Involvement of a single finger is less 
common than involvement of several fingers. In- 
volvement of single fingers or toes occurs most fre- 
quently in the second and third digits. Combined 
involvement of the second and third, the first, 
second, and third, and the first and second fingers 
or toes has been observed. Combined involvement 
including the fourth and fifth digits is less common. 
In the cases reviewed there is no instance of isolated 
involvement of the fifth finger. The fifth toe was 
involved in 2 cases, and the fourth finger and toe in 1 
case each. Involvement skipping 1 finger is rare. 

In the author’s opinion there is some relationship 
between macrosomia and trophic innervation, which 
evidently corresponds to the cerebrospinal innerva- 
tion only in part. Disproportionate growth cannot 
be regarded as a basis of classification as transition 
forms have been seen and in the same case propor- 
tionate growth occurs in one extremity and dispro- 


rtionate growth in another, a fact indicating that 
both forms of hypertrophy have the same cause. 

Unilateral and crossed partial macrosomia have 
relatively seldom been found associated with dis- 
proportionate growth. The progressive growth of 
the involved part of the body and especially rapid 
growth after birth also indicate the participation of 
endocrine and neurogenic factors. 

The cases reviewed show a slightly higher in- 
cidence of the condition in males than in females. 
This difference is apparent also in the single groups. 
Inheritance was evident in fewer than 1.5 per cent 
of the cases. In 23 per cent nevi were present. A 
much smaller number showed vitiligo. There was 
either a single very large pigmented spot or a num- 
ber of very small spots. The nevi were often found 
on the hypertrophied parts, but in some cases were 
scattered over the entire body. Vascular anomalies 
in the form of angiomata, varicose nodules, and 
aneurisms were found in 25 per cent of the cases. 
In 17 per cent, trophic disturbances were manifested 
by an increase in the temperature, increased secre- 
tion of sweat, hypersalivation, paresthesia, in- 
creased growth of hair, oedema, changes in the nails, 
or ulcerative processes. A lipomatosis was present 
in 42 per cent of the cases. Various malformations 
and underdevelopment of the mentality have been 
noted. Cryptorchidism is not uncommon. The 
simultaneous occurrence of various associated dis- 
turbances in 30 per cent of the cases proves that this 
is not a coincidence and that every associated dis- 
turbance is a sign of one and the same basic condi- 
tion. Pathologico-anatomically there is both a 
hypertrophic and an atrophic process. Therefore 
the picture as a whole is a dystrophic syndrome. 

On the basis of his own observations and his re- 
view of the literature regarding the etiology, the 
author concludes that partial congenital macro- 
somia is the expression of a disturbance of the 
trophic nervous system, in the central or the periph- 
eral portion. The extent and the character of the 
affection determines the localization of the macro- 
somia as well as the associated symptoms. The 
cause of the disturbance of the nervous system may 
be a gross anatomical process or the action of 
various secretions, chiefly those of the hypophysis 
and the suprarenal glands. E. BANnNner-Voict (Z). 


Wischnewski, A.: Experimental Clinical Studies on 
the Question of the Genesis and Treatment of 
Chronic Trophic Ulcers in Man (Experimentelle 
klinische Untersuchungen zur Frage der Genese und 
Behandlung chronischer trophischer Geschwuere 
beim Menschen). Arch. klin. Chir., 1929, cliv, 195. 


This is a comprehensive work based on extensive 
clinical and experimental studies. 


158 


tul 
the 
th 
pr 
asi 
tu 
th 
of 
du 
sk 
wi 
th 
re 
pl 
ye 
te 
di 

ty 
fi 
ir 
n 
Pp 
N 
h 
t 
P 

t 

I 

t 

I 

( 


MISCELLANEOUS 


Following a historical review of “trophic” dis- 
turbances, the author states that new interest in 
these conditions was aroused by the experiences of 
the war. There is general agreement that the 
primary influences determining the injuries are to be 
ascribed to the trauma and that the ultimate dis- 
turbances have their origin in the central stump of 
the injured nerve. 

In all of twenty dogs in which chronic irritation 
of the central neuroma of the sciatic nerve was pro- 
duced by cicatricial adhesions, tearing, or sewing to 
skin and muscle, typical non-healing ulcers developed 
within from one and one-half to two months after 
the operation. 

Forty-five clinical cases treated by neurotomy are 
reviewed. Of the twenty-six in the first group, com- 
plete healing resulted in from two months to two 
years in twenty-five. In one case there was a 
tendency toward recurrence. ‘The cause of the con- 
dition in the twenty-five cases was local trauma in 
twelve, trauma to the nerve stem “at a distance” in 
five cases, and burns, varicose veins, lues, and 
osteomyelitis i in one case each. The cause in three 
cases is unknown. These subgroups are discussed 
individually. In some instances as many as four 
neurotomies of different nerves were necessary. 

In the second group there were seven cases with 
perfect results at first, but with rapid recurrence. 
Nearly all of the patients in this group were old, and 
half of them had symmetrical gangrene. 

The third group comprised thirteen cases in which 
there was no healing after neurotomy. Most of the 
patients in this group also were old, but no special 
cause for the condition could be determined. 

It appears that the best results are obtained before 
the thirtieth year of age. The case reports are sup- 
plemented by numerous illustrations showing the 
condition before and after treatment. 

The study of the process of healing demonstrated 
that neurotomy is followed by a copious secretion of 
pus, the amount of which may be measured directly. 
The bacterial flora changes. Before operation, 
microscopic examination shows gram-negative ba- 
cilli and sometimes gram-positive diplococci, and 
cultures yield bacillus pyocyaneus and sometimes 
gram-positive diplococci and staphylococci. After 
operation, microscopic examination more frequently 
shows gram-positive diplococci and less frequently 
gram-negative bacilli, and pure cultures of gram- 
positive diplococci are obtained. The hydrogen-ion 
concentration of the wound secretion varies from 
6.9 to 7.1 before operation to from 7.1 to 8.1 after 
operation. ‘The gram-positive enterococci growing 
best on alkaline media are placed by Kaschkin in the 
group of enterococci. 

The ulcer varies also in its appearance after neurot- 
omy. In the course of three or four days fresh 
granulations sprout up and cover the raw surfaces. 
Necrotic tissue masses are thrown off, and the 
hyperkeratotic areas become loosened. Epithe- 
lialization sets in rapidly and makes good progress. 
The oedema so frequently present quickly vanishes. 
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Against these improvements, however, are the dis- 
advantages of sudden recurrence of oedema, dis- 
turbances of motility at times, invariable loss of 
sensibility, and sometimes the development of hyp- 
esthesias. The area of sensory loss is shown by 
sketches. The author states that a neuroma may 
develop at the point of nerve suture. Twice he has 
observed the development of ulcers in the operative 
scar. 

The question of the transmissability of irritation 
is discussed in detail. The fact that the sensation of 
pain may originate in the peripheral end of the cut 
nerve seems to depend on recurrent nerve fibers. 

The nervous-trophic character of these leg ulcers 
appears to be proved. In attempts to cure them, the 
reflex arc must be interrupted at some point, pref- 
erably in the sensory part. In sympathectomies 
only the descending, centrifugal impulses are in- 
terrupted, this accounting for the unsatisfactory 
ultimate results (recurrence after six months in 38 
per cent of the cases; freedom from recurrence after 
one year in only 4 per cent). 

With regard to the technique of neurotomy with 
immediate resuture of the cut nerve, the author 
advises a large skin incision but only slight mobiliza- 
tion of the nerve itself. The site of operation should 
be as far central as possible in order to avoid the 
possibility of ulcer formation in the wound. Other 
requirements are the use of local anesthesia, section 
of the nerve with a razor-scalpel, hemostasis by 
pressure with pledgets on the bleeding spot, suture 
with silk after the nerve ends have been approxi- 
mated to within 2 or 3 mm.; two epineural, trans- 
versely passed coaptation stitches on both sides; and, 
in certain cases, a few “directing” stitches to match 
up the inner topography of the nerve. 

J. (Z). 


Niven, J. S. F.: The Action of a Cytotoxic Anti- 
serum on Tissue Cultures. J. Path. & Bacteriol., 
1929, XXxii, 527. 

The author made a study of the cytotoxic proper- 
ties of rabbit’s serum for mouse tissue. These 
properties were developed by the injection of a sus- 
pension of mouse embryo tissue into rabbits. 

The first evidence of cytotoxic action in the serum 
was an inhibition of emigration of fibroblasts when 
tissue such as embryo heart was cultured in the 
serum. Later on, death of the cells was produced 
when an actively growing culture was exposed to the 
serum for a short time. When a suitable nutritive 
medium was substituted, no further activity was 
shown by the cells. To produce a powerful cytotoxic 
serum it was found necessary to continue immuniza- 
tion over a long period. 

It was noted that the mode of action of the anti- 
serum underwent also a qualitative change. At 
first, under the influence of the serum, death of 
cells took place only after several hours, and autol- 
ysis then followed. When a suitable medium was 
supplied, the persisting cells of the culture resumed 
activity and emigration and mitosis occurred. At a 
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later stage of immunization, the rapidly acting cyto- 
toxin which had been developed, while killing the 
cells, appeared to inhibit the subsequent autolysis. 

The antiserum acted on cultures of normal epi- 
thelial cells (kidney, liver, intestine), carcinoma 
M.63 (Imperial Cancer Research Fund) and a spon- 
taneous adenocarcinoma of the mouse, as well as on 
various mesoblastic elements, fibroblasts, mesothe- 
lial cells, macrophages, etc. The changes produced 
were studied in fresh preparations, alterations in the 
form and in the behavior of the cells to supravital 
staining by neutral red being noted. In addition, the 
changes in the cells were investigated after fixation 
and staining by various methods. 

The cytotoxic action took place most rapidly at 
37.5 degrees C., more slowly at room temperature, 
and not at all at o degrees C. Fixation of cytotoxin 
by the cells occurred for when the cells were trans- 
ferred to 37.5 degrees C. the cytotoxic action took 
place with great rapidity. When the rapidly acting 
antiserum was heated to 56 degrees C. its cytotoxic 
action was not entirely destroyed, but underwent a 
modification characterized especially by delayed ac- 
tion and the production of vacuoles in the cytoplasm. 
The action of the heated antiserum was completely 
restored by the addition of normal rabbit’s serum 
which by itself was devoid of rapidly acting cyto- 
toxic properties. It therefore appears that comple- 
ment is essential for the occurrence of rapid and in- 
tense cytotoxic action, although a thermostable 
antibody may by itself produce a certain amount of 
damage to the cells as shown by histological changes. 

When the antiserum was tested on.cultures of the 
tissues of other animal species it was found that on 
the tissues of the embryo rat the effect was similar 
to, but slightly weaker than, the effect on mouse 
tissues. On embryo chicken and guinea-pig tissues, 
the effect of the antiserum was no more intense than 
that of normal rabbit’s serum, which appears to be 
related to the normal content of heterophile anti- 
body in rabbit’s serum. 

The conclusion is reached that a specific antibody 
has been developed for mouse tissues which acts also 
on those of a related species, the rat. The antiserum 
shows, in addition to its cytotoxic properties, a slight 
hemolytic precipitating and complement-fixing ac- 
tion. MANveEL E. Licutenstein, M.D. 


Heaton, T. B.: The Effect of Inhibition of Connec- 
tive Tissue Growth by Means of Substances 
Present in Tissue Extracts. J. Path. & Bacteriol., 
1929, XXXIl, 505. 

The author discusses the resistance of the body to 
malignant disease. According to his theory, cancer 
cells, however abnormal, may possess no properties 
which are absolutely new. Although exaggerated 
and disproportionate, their properties do not differ 
more than quantitatively from those common to all 
growing cells. A large number of tissues continue to 
show cell division throughout adult life and some 
means must exist whereby this growth tendency can 
be kept under restraint. The fact that human can- 


cer, common as it is, is not universal is in itself an 
indication of a mechanism to oppose it. The exist- 
ence in the normal body of a means of resisting 
physiological growth is well illustrated by the struc- 
ture of an intestinal villus. Here an epithelium in a 
constant state of active proliferation maintains its 
proportions unaltered throughout adult life. The 
proliferating epithelium is supported by a static 
stroma of vascular connective tissue which passively 
resists epithelial expansion by limiting the amount 
of blood supplied to the active epithelium. Since, in 
vitro, connective tissue cells. themselves show no 
tendency to differentiate but continue to proliferate, 
this inhibiting property of connective tissue is not an 
inherent property but an influence possibly con- 
veyed to it by the blood stream. 

The tendency of malignant tissue to infiltrate is 
inhibited also by the resistance of connective tissue 
to infiltration. The development of a benign tumor 
such as a corn may lead to no invasion of the con- 
nective tissue in spite of the development of enough 
tension to produce pain. A cystic adenoma of the 
ovary or villous tumor of the bladder illustrates the 
extent to which epithelial proliferation may be exag- 
gerated without causing any interruption in the line 
of demarcation from underlying tissues. 

Therefore connective tissue has two functions as 
regards the development of neoplasms: first, inhibi- 
tion of epithelial proliferation, and second, resistance 
to invasion. The development of benign tumors is 
due to the inactivity of the first function, while the 
development of malignant tumors is due to the in- 
activity of the second function. Since benign tumors 
may become malignant, it is possible that a break- 
down in both functions may occur either simultane- 
ously or consecutively. 

The author then presents evidence in support of 
his views. In a number of animal organs he found a 
thermostable chemical substance, which had a 
definitely selective action upon the tissues of the 
embryo chick growing in culture in vitro. The 
growth of fibroblasts was inhibited in its presence, 
while that of epithelia was unaffected. 

This inhibiting substance is not toxic to the fibro- 
blasts, but merely prevents their proliferation. Its 
action upon them is antagonized to a slight but 
quite definite extent by the presence in the vicinity 
of the fibroblasts of growing epithelial cells and by 
the ‘‘growth-promoting” substance which is also 
present in tissue extracts, particularly those of em- 
bryos. When, in vivo, connective tissue, otherwise 
dormant, displays growth, these two factors are pre- 
sented by stroma for a developing gland or a growing 
tumor and the transient activity of granulation. 

The effect of administering to young animals a 
substance obtained from brewer’s yeast or malt is 
described. This substance appears to be the same 
as one which in tissues cultured in vitro specifically 
inhibits the multiplication of connective tissue cells, 
i.e., fibroblasts. Its action in vivo is perhaps to sup- 
plement a normal function whereby an increase of 
the body’s connective tissue is prevented. Since all 
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other cells depend upon connective tissue for their 
stroma, this function is held to constitute the physio- 
logical resistance to growth, opposing an activating 
influence upon their stroma which all growing cells 
tend to exert. Growth occurs when the activating 
influence is sufficient to overcome the resistance and 
ceases when the resistance is adequately augmented. 
In tadpoles treated with this substance there is a 
definite delay in metamorphosis, and in newts so 
treated the rate of regeneration of parts lost by am- 
putation is slower. When the substance is injected 
intraperitoneally into young mammals it causes an 
immediate arrest of growth, and when the injections 
are stopped growth is resumed. In pregnant guinea 
pigs the effect is cessation of the increase in weight 
followed by abortion. 

In a number of rats into which the Jensen sarcoma 
was implanted, the administration of this substance 
by mouth led to arrest of the growth of the tumor 
and often to its complete absorption. When the 
substance was injected intraperitoneally the first 
effect was obtained constantly, but it was seldom 
possible to maintain the dosage long enough to se- 
cure retrogression of the tumor. The same dose is 
required for the arrest of the tumor as for the arrest 
of the animal’s normal growth. 

The suggestion is made that the physiological re- 
sistance to malignant growth is of the same kind as 
the physiological resistance to normal growth, and 
that both may be augmented in the same way. 

The inhibiting substance described has no prophy- 
lactic value against implanted tumors, probably be- 
cause of the rapidity of its excretion. 

MANUEL E. LicutTensTeIn, M.D. 


Nicholson, G. W. de P.: The Histogeny of Tera- 
tomata. J. Path. & Bacteriol., 1929, xxxiti, 365. 


Nicholson believes that teratomata are patho- 
logical manifestations of physiological growth. A 
true though malformed permanent kidney in a 
teratoma is described in support of this theory. 

The specimen was a large unilocular retroperi- 
toneal cyst, a cystic teratoma, in a female infant. On 
histological examination, derivatives of all of the 
germinal layers were found. The differentiation of 
the tissues corresponded to that of a full-term fetus. 
The blood supply from the left renal artery and the 
left branches of the aorta and the attachment of the 
cyst to the upper pole of the left kidney and adrenal 
indicate that it occupied a position in proximity 
with, if not between, these organs at a very early 
stage in embryonic life. The cavity of the cyst was 
comparable to a large myelocele. ‘The glandular 
lobules and cystic spaces indicated a true permanent 
kidney. This was clearly not a haphazard collection 
of renal tissue but a malformed organ. Both parts of 
the kidney were identified, the collecting apparatus 
and the secretory substance. The left kidney was not 
normal, its pyramids being reduced to five because 
of from three to five cranial reniculi. 

The conclusion is drawn that the tumor was the 
result of a malformation of the somatic tissue of the 
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host and that it originated and was developed in 
situ. 

The author states that teratomata should not be 
spoken of as rudimentary embryos. An embryo is an 
independent individual, whereas a teratoma is a 
part of the body of its host. Teratomata in general 
contain none of the regions characteristic of the body 
nor any evidence that their development is com- 
parable with that of the embryo. 

The permanent kidney of the retroperitoneal 
teratoma described was not one of its own tissues 
but the[missing cranial reniculi of the left kidney 
of the host. A teratoma with a metanephros as a 
primary constituent has not yet been reported. 

The tissues of teratomata are no more nor less the 
result of self differentiation than the corresponding 
somatic tissues. Whenever there are clear indi- 
cations that they are reactions in the body the in- 
dications are equally clear that they are reactions in 
teratomata. Differentiation is therefore the expres- 
sion of the same physiological principles of growth in 
the body as in teratomata. W.N. Row ey, M.D. 


Straub, G. F.: Desmoid Tumors. Cali ‘fornia & West. 
Med., 1929, xxxi, 186. 


The term “desmoid tumors,” coined by Saenger, 
is applied to a group of rather rare neoplasms oc- 
curring chiefly in the abdominal wall and having 
their origin in the tendinous structures, the aponeu- 
roses, or the inscriptiones tendinex of the abdomi- 
nal muscles. They entirely lack muscular elements. 
At times they assume the macroscopic appearance of 
sarcomata without becoming histologically sarcom- 
atous. Macroscopically they are characterized by 
similarity to the mother tissue in their character and 
arrangement, nodules, knotty appearance, hard and 
elastic consistency, and the peculiar grinding sensa- 
tion which is noted when they are cut. Microscopic 
examination shows them to be hard, oligocystic, 
more or less vascular tumors consisting chiefly of 
connective tissue of the aponeurotic type. Malig- 
nant change is always secondary. 

These tumors occur more frequently in women 
than in men, and are more common in parous women 
than in others. They grow slowly, but have been 
known to attain the size of a man’s head. Trauma 
is probably not a factor in their development. 

Their treatment is early radical removal. 

The author reports a case of desmoid tumor. 

W.N. Rowtey, M.D. 


Blair, J.: The Mechanism of the Cancer Death 
and the Relation of Pernicious Anzmia to 
Cancer. J. Cancer Research, 1929, xiii, 142. 


Blair is of the opinion that there is a relation be- 
tween pyelitis, pernicious anaemia, and cancer by 
reason of an apparent common origin and by reason 
of their possible co-action in the same person. 

He believes that death in cancer which is not due 
to starvation, haemorrhage, or pressure on vital 
organs is usually the result of toxemia and urinary 
tract infection. 
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As urinary tract infection is commonly present 
in cancer and is apparently of hamatogenous 
origin, Blair regards it as reasonable to assume that 
other tissues in the body are also subjected to the 
lodgment of micro-organisms by way of the blood 
stream and that this bombardment of traumatized 
or irritated tissues by hamatogenous infection from 
a chronic focus of low grade infection is indirectly 
the cause of cancer. He suggests that the energizing 
factor in the continuous growth of the cells may be 
chemical and partially influenced by certain toxins 
given off by the chronic focus of infection, the 
lessened alkalinity of the blood, and chemical sub- 
stances set free by the destruction of the blood- 
borne micro-organisms at the site of the cancer which 
are derived from the destroyed bacteria or from 
the body of the leucocyte or macrophage that may be 
destroyed while destroying the micro-organism. 

A review of the literature and experience with 
focal infection seems to indicate that in all cases with 
a chronic focus of infection such as an abscessed 
tooth, pyorrhoea, diseased tonsils and adenoids, or 
chronic sinusitis a secondary hematogenous in- 
fection is set up in the urinary tract and that there- 
fore pyuria of any degree of chronicity which recurs 
or fails to respond to treatment is a strong indica- 
tion of a chronic focus of infection outside the 
urinary tract. 

If these conclusions are correct the prophylaxis 
of cancer necessitates the removal of chronic foci of 
infection. Jacos M. Mora, M.D. 


DUCTLESS GLANDS’ 


yd, J. D., Milgram, J. E., and Stearns, G.: 
Clinical Hyperparathyroidism. J. Am. M. Ass., 
19290, xciii, 684. 


Clinical hyperparathyroidism may give rise to 
functional impairment of the gastro-intestinal, renal, 
osseous, and muscular systems. It causes excessive 
elimination of calcium salts in the urine, with an 
increase of the calcium concentration in the serum. 
The bone salts are mobilized, and varied types of 
bone dystrophy may result. While most bone lesions 
are representative of osteitis fibrosa generalisata, 
some of them have been histologically indistinguish- 
able from giant-cell tumors. The characteristics of 
the urine may simulate those of renal insufficiency. 

The authors cite four casesin which the clinical and 
laboratory findings led to exploration of the para- 
thyroids and the removal of a parathyroid adenoma 
resulted in relief of the symptoms. 

SAMUEL Kaun, M.D. 


HOSPITALS; MEDICAL EDUCATION 
AND HISTORY 
Payr: Opening Address and Billroth Memorial 
Lecture (Eroefinungsansprache und Billrothgeden- 
krede). 53Tag.d. Deutsch. Ges. f.Chir., Berlin, 1929. 
The 1929 Congress of the Deutsche Gesellschaft 
fuer Chirurgie celebrated the hundredth anniversity 


of the birth of Theodor Billroth. Payr reminded 
his hearers of the Billroth Festival to be held at 
Vienna on April 9 and to and urged the attend- 
ance of as many as possible of the German surgeons, 
stating that such an opportunity of affirming 
brotherly feeling with their Austrian colleagues and 
of bringing proof of the true fellowship of all German 
surgeons should not be lost. 

The influence of the life work of Billroth, one of 
the greatest geniuses among the pathfinders of 
medicine, on the art, science, and development of 
German surgery was a powerful one. Billroth’s 
new, creative operative conceptions, his technical 
achievements, and the successes that he was the 
first to obtain are by no means all of his intellectual 
legacy. He was the founder of modern abdominal 
surgery, since the resection of diseased portions of 
the stomach, which he performed successfully after 
careful preparatory work and was the first to do, 
outlined the principles for all operative work on 
other parts of the digestive tract. He was the orig- 
inator also of the surgical removal of the cancerous 
larynx and oesophagus. In the fields of thyroid extir- 
pation and plastic bone surgery his work opened 
up hitherto unexplored regions, and in addition he 
prepared the way for operative gynecology. In an 
exemplary manner he showed German surgery the 
methods by which a new field of work should be ap- 
proached to achieve good results. 

Billroth was the first German surgeon with a 
profound knowledge of the finer tissue changes in 
pathological states which are revealed by the mi- 
croscope. He recognized that surgery would become 
scientific only as the result of investigation of the 
causes and the nature of diseases. He was both a 
pathologist and a surgeon. Up to his seventieth 
year he wrote only on pathology. In his studies on 
wound healing he was the direct precursor of Mar- 
chand. His theories regarding the causes of malig- 
nant tumors, the starting-point of which he held to 
be plant cancer, agree with views held today. By 
him, surgery first came to be regarded from the 
standpoint of “natural history.” He was a true 
investigator of nature in the working-garb of the 
surgeon. His maguificent work, “Die allgemeine 
chirurgische Pathologie und Therapie” was, and for 
a generation remained, the bible of his fellow surgeons 
throughout the world. 

Billroth was the founder of the greatest and most 
successful school of surgery, which filled with its 
pupils a great number of the professorial chairs of 
Austria, Germany, Holland, and Belgium. His 
creative talent, the new line of work which he opened 
up, his powerful and noble personality, full of true 
human dignity, attracted to him the most gifted of 
the oncoming generation. His school has achieved 
great things. It has guarded faithfully, and out of 
its own strength has increased, the heritage left by 
its master. Its fellowship with him was maintained 
into the third generation. 

Billroth’s magnificent letters are a precious legacy 
from a German surgeon to his contemporaries and 
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MISCELLANEOUS 


through them to German surgery. Billroth was a 
confessor. His yearly clinical statements from Zurich 
and Vienna report with utter candor and the sharp- 
est self-criticism successes and failures in a material 
accounted for without an omission. His love of 
truth was an important moral legacy to German 
surgery. It has served as a shining example to his 
contemporaries and to those who came after. All 
who call themselves with pride German surgeons are 
his pupils. They honor in reverence and gratitude 
the memory of their greatest teacher and master. 
STETTINER (Z). 


Melnikov, A.: The Results of Russian Surgery 
During the Last Twenty-Five Years (Die Er- 
folge der russischen Chirurgie im Zeitraum der letzten 
25 Jahren). Vestn. Chir., 1928, xiii, 302. 


In Russia, the years from 1901 to 1915 constituted 
the period of highest achievements in morphological 
surgery, and the years from 1915 to 1920, the period 
of military surgery with suspension of most of the 
Russian surgical journals. The culminating point of 
the latter period was the year 1918. In 1920 began 
a period of re-awakened activity in scientific work 
and of luxuriant flowering of the medical press; 
surgery began to follow biochemical and biophysical 
lines. In the last period the interest of Russian 
surgeons has been centered in the fight to lower 
postoperative mortality, in which great success has 
been achieved. 

The number of surgeons in Russia presents in- 
teresting fluctuations. In the eleven years just 
preceding 1905 the number increased by 33; in the 
period from 1905 to 1914 it trebled (1,532); and in 
1926 there were 5,300 Russian surgeons in spite of 
the fact that a number of thickly populated provinces 
were lost to Russia. In 1914 the surgeons constituted 
one-twentieth, and in 1924, one-ninth, of all the 
physicians of Russia. The number of those who 
occupied themselves exclusively with surgery varied 
between 70 and 8o per cent of the total number of 
surgeons. In 1896 there were no women surgeons; 
in 1905, there were 6; in 1914, 35; andin 1924, 470,i.e., 
more than one-seventh of the total number of sur- 
geons. 

Seventeen pan-Russian surgical congresses and 6 
Ukrainian, Caucasian, and other congresses with a 
total of 1,884 addresses indicate the rapid growth and 
activity of Russian surgery. ‘The number of Russian 
works in 1925 (215) exceeded, but only slightly, 
that for the period before the war (187). The fa- 
vorite subjects were diseases of the urinary organs, 
stomach, and liver. The number of articles by 
Russian surgeons published in German periodicals 
(503) amounted to one-fourth of those published in 
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Russia. ‘The chief subject was abdominal surgery 
(155 articles). The number of monographs and text- 
books is steadily increasing. Among the subjects of 
dissertations first place is taken by the urinary tract 
and second place by the gastro-intestinal tract. 

In 1926 the teaching in medical schools was carried 
on by 25 faculties with 124 professors of surgery. 

Reports from the clinics and hospital services 
indicate a change in recent years from local anaws- 
thesia (preferred before the war) to general anesthesia. 
This is explained, on the one hand, by the presence 
of young physicians, and on the other hand by the 
greater seriousness of the operations performed today 
as compared with the period before the war. Most 
common are abdominal operations, the number of 
which has increased greatly since the war. The 
number of operations on the extremities shows a 
marked decrease. Operations on the face are very 
frequent; those on the brain, extremely infrequent. 
Before the war, the average postoperative mortality 
was 2.3 per cent. Since the war it has been 3.2 per 
cent. The increaseis explained by the more extensive 
employment of operative treatment. 

The borderline specialties, especially orthopedics 
and urology, are continually rising in esteem, and 
special societies with their own congresses are being 
formed for them. Stomatology, surgery of the 
nerves, and pulmonary tuberculosis have also been 
recognized as specialties. At the close of 1925 there 
were 7 surgical societies, not including the surgical 
sections of medical societies and the Russian Surgical — 
Association which existed before 1899, includes all 
Russian surgeons, and is responsible for the pan- 
Russian congresses. Several surgeons of the first 
rank have established their own schools. Some of 
these schools are of the hospital type and others of 
an academic character. Still others pursue a more 
theoretical, scientific line. 

In his conclusion the author emphasizes the many 
disadvantages under which the Russian surgeons are 
working, among which he mentions the small number 
of beds in most of the clinics and many of the private 
institutions. On the other hand, a number of special 
institutions have exceptionally good equipment 
which favors rapid scientific progress in the branches 
of surgery they represent. E. Banner-Vorcr. (Z). 


McGraw, T. A.: Operations on the Thyroid Gland. 
Bull. Johns Hopkins Hosp., Balt., 1929, xlv, 172. 


This article was the first report in America of the 
complete removal of the thyroid gland and was 
published in the Detroit Clinic in 1882. It is re- 
printed in the Bulletin of the Johns Hopkins Hospital 
because of its historical interest. 

SAMUEL Kann, M.D. 
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